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THREE ESPECIALLY INTERESTING CASES OF RESECTION 
OF OVARIES. 


BY A. GOLDSPOHN, M. S., M. D., CHICAGO, ILL. 
Professor of Gynecology in the Chicago Post-Graduate Medical School. 


I have practist this and other allied conservative methods 
upon the uterine appendages for fully six years, sparingly at 
first, and quite freely in recent years. To ascertain the merits 
of this treatment, in view of the doubts that are still entertained 
about it by some operators, I recently made a laborious review 
of cases, and succeeded, after an average period of nearly two 
years after operation, in tracing and finding out not merely the 
subjective condition of 104 patients out of a larger number, 
but also their objective condition, by actual examination of all 
except 16 of them; 87 of the cases are entirely well subjectively, 
and also anatomically, as far as examined, of the disorders ex- 
isting in the appendages previous to operation. Twelve cases 
are able to attend to their usual duties quite regularly and com- 
pletely, but have pain frequently, or some occasional disability, 
due probably, in part, to the reconstructed adnexae; and 5 cases 
have received only temporary benefit, or none at all, from the 
operation upon their appendages. 

While the majority of resections of ovaries were for follicle 
cysts originating from inflammatory or other circulatory disor- 
ders, a smaller number were in cases of actual neoplasms. Of 
most interest among the latter are the following cases, 1 and 2: 

CASE I. Mrs. H., 33 years; has three living children and 
has had two abortions. Is a vigorous, well nourisht, and hard- 
working housewife. About two years previous to operation a 
left ovarian cyst, size of a large fist, was incidentally discovered. 
As it caused no symptoms, she deferred operation until some 
pelvic pains and menorrhagia supervened. On June 16, 1900, 
after thoroly curetting, cauterizing and packing the uterine cavi- 
ty, a median ventral section was made. From the left side a 
multilocular ovarian cyst, size of a large child’s head, largely 
developt within the broad ligament, and completely disintegrating 
the ovary, was removed. On the right side was a much dis- 
tended and firmly occluded tube, whose outer end was broadly ad- 
herent to the incarcerated ovary beneath it, which bore a large 
follicle-cyst as large as a hen’s egg, which was all of the ovary 
that presented itself when these parts had been uncovered be- 
neath the surrounding and adherent intestines. The distended 
tube was extirpated, with exsection from the uterine wall, and 
when the cyst had been dissected out from the ovary beneath it, 
the remnant of the ovary presented a mass about half the size of 
a normal ovary. It had been completely walled in by firm ad- 
hesions, and therefore had no undenuded surface left; and its 
only remaining connection with the broad ligament or the body 
was a very small vein, about 5 c. m. in length. As the rem- 
nant of the infiltrated broad ligament was much disfigured after 
the removal of the tube, and presented no favorable opportunity 
to construct a subperitoneal pocket in which to lodge this ragged 
ovarian remnant without severing its connection entirely, I 
stitcht it upon a scarified spot upon the posterior surface of 
the fundus uteri by three fine catgut sutures. On account of 
the extent of abraded surfaces, the amount of capillary oozing 
and the possibility that the ovary might become necrotic, a 
small glass drainage tube was introduced for forty-eight hours. 
This did not compromise the strength of the abdominal scar, be- 
cause the important aponeurosis anterior to the abdominal rectus 
muscle was accurately united individually thruout the entire re- 
maining portion of the wound above and below the drainage 
space of 2 c. m., where it fell together and united when the tube 
was withdrawn, and one untied en masse suture was tied. The 
convalescence was extremely smooth, every function acting norm- 
ally, and neither the pulse nor temperature reaching 100 after 
the first thirty-six hours. Perfect primary union thruout was 
secured. Patient was soon up and about, and had scarcely lost 
any of her ruddy appearance. Menstruation followed in the 
eighth week after operation, and has recurred every twenty-six 
to twenty-eight days during the year since then. It has been 
normal in every respect, and her pelvic and general health has 
been quite ideal. 


Examination, August 1, 1901, finds the uterus seemingly a 


trifle large, but normal as to its position, mobility, consistence and 
sensitiveness; but deep pressure on its posterior surface toward 
the cul-de-ac, over the ovary, is somewhat painful. The patient 
is enjoying vigorous health and good spirits, but is beginning to 
fear excessive corpulence. 

CASE II. Miss D., aged 29 years; virgin, anemic; poorly nour- 
isht; extremely nervous, and suffering from a constant and dis- 
abling pain in the back, sides of the pelvis and right hip; leu- 
corrhea; menorrhagia, dyspepsia and constipation. Had been 
operated upon elsewhere severr:l years previously for floating 
kidney, without noticeable suljective improvement. Examina- 
tion showed cystic ovarian tumors of both sides, crowding the 
retroverted uterus low down. Right kidney was also a little 
descended, but not tender to palpation. Other organs normal. 

June 28, 1900, curettement. Ventral section at inner edge of 
the left rectus muscle. Removal of a left ovarian monocyst 
of the size of a large fist, in whose walls no ovarian tissue could 
be observed. On the right side was a similar but a little small- 
er cyst, in whose wall ovarian tissue could be seen spread out 
in an irregular patch about seven to eight c. m. in diameter, and 
near the pedicle of the tumor. Instead of tying off and cutting 
the pedicle of the entire mass in the usual and easiest manner, 
the patch of ovarian tissue was first dissected up like a flap 
toward the pedicle of the tumor, where it was left attacht by 
as broad a pedicle of its own as possible. Then the tumor pedi- 
cle, minus that of the ovary flap, was ligated and cut off. The 
flap of ovarian substance was then folded upon itself, and stitcht 
with fine catgut in such a manner as to obliterate its denuded 
surface and prevent oozing from it. Both tubes were too badly 
spread out, distorted and adherent upon the walls of the cysts 
to warrant an attempt at saving any portion of either of them 
After shortening the round ligaments by a loop in such a manner 
as to construct a three-ply segment in the outermost part of 
each ligament, the abdomen was closed, with two tiers of buried 
catgut continuous sutures, and one of external interrupted silk- 
worm gut sutures. Patient had a smooth recovery. Highest 
rectal temperature, 101 2-5, and pulse 90. Ideal primary union. 
Menstruation recurred within five weeks after operation. Dur- 
ing the first months it was too profuse, but after two intrauterine 
applications of tincture of iodine with a syringe applicator, after 
sufficent dilatation of the cervical canal with sounds, it became 
normal. On examination, August 24, 1901, I found the uterus 
and right ovary in normal condition and _ position. Menstrua- 
tion is normal in every way. Aside from some recent, slight 
and vague pain occasionally on the right side (kidney), she is 
free from pain, and has pickt up well in flesh and strength, and 
is enjoying good health, aside from constipation. 

CASE III. The history of this patient § can give from mem- 
ory only. Mrs. A., nineteen years old, a healthy girl previously, 
and married about one year, came for treatment for markt en- 
dometritis and pronounced salpingo-oophoritis of both sides, but 
most markt on the left, and probably of gonorrheal origin. After 
exhausting all rational non-surgical means during several months 
of treatment, in the spring of 1896, together with one month of 
continuous recumbency, a thoro curetment was made, and a tubo- 
ovarian conglomerate containing pus was removed from the left 
side by abdominal section. The right tube was closed, but not 
distended, and the greater portion of the right ovary was a hard 
cicatricial mass. The abdominal ostium of the tube was re- 
stored and enlarged by a short longitudinal incision, over whose 
edges the mucous membrane was drawn out and stitcht to pre- 
vent its closure or constriction. After carefully squeezing out 
any possible fluid accumulation in the tube, upon surrounding 
gauze, the greater cirrhotic portion of the adjacent ovary was 
excised, and the resulting wound seared with a Paquelin cau- 
tery. Closure of the abdominal incision was made with three 
tiers of sutures. The convalescence was normal, and primary 
union complete. But during the subsequent two years that 
ovarian remnant remained a tender spot, and the source of fre- 
quent neuralgic pains in the right side, hip and xreat sacro-sciatic 
nerve. These pains were not so severe, however, as the discom- 
forts from amenorrhea, which persisted for nearly two years, 
while the general nutrition remained pretty good. These com- 
plaints of the patient were heard from sufficiently often, from 
herself and her physician, to impress the details of the case firm- 
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ly in my mind, and to engender with me a wholesome suspicion 
about the thermo-cautery as being too destructive or too un- 
certain as to its effects upon ovaries. 

When both the patient and the operator had about decided 
that it was a mistake that the adnexa, at least, has nat been 
completely removed, menstruation again returned—sparingly— 
and pregnancy also soon followed, and ended at term in the birth 
of a large male child, at Winnipeg, Canada. But the labor was 
very severe, and required forceps delivery. An infection oc- 
curred, and a most unfortunate and severely septic puerperium 
followed,so that these organs which under normal conditions would 
probably have come forth in an approximately healthy state, in 
virtue of the changes that occur in gestation, now again bore 
the bane of another septic process. 

On examining the patient about a year after the child's 
birth, both the uterus and ovary were unnaturally hard and 
tender,not enlarged, but relatively fixt by previous para- and peri- 
metritis. They continued to be the source of frequent pain, 
and some degree of invalidism, from which she recovered only 
slowly and imperfectly. 


OBSTRUCTION OF BOWELS.* 


BY H. C. DALTON, M. D., ST. LOUIS, MO. 


Formerly Superintendent of the St. Louis City Hospital and Professor of Ab- 
domins: Surgery in the Marion-Sims College of Medicine. 


To the physician of experience it goes without saying that 
obstruction of the bowels is one of the gravest conditions with 
which we have to deal; one which even in its earliest stage, tries 
our diagnostic ability to the fullest extent. Almost even the tyro 
in surgery knows that he has to deal with an obstruction when 
the patient has pain, fecal vomiting, facies abdominalis—all clas- 
sical symptoms; but how very difficult it is to arrirve at a proper 
conclusion when pain alone exists in the case! This is almost 
always the very first symptom, and often the only one for a num- 
ber of hours—precious hours on which the very life of the pa- 
tient hangs. 


CAUSES. 


Obstruction may be due to mechanical causes, or diseased con- 
ditions in or near the bowel. In the former class are found 
fecal impaction, gall-stones, enteroliths, foreign bodies, and also 
those curiosities in abdominal surgery: balls of hair, and masses of 
intestinal worms. Diseased conditions of many kinds may cause 
obstruction. Chief among them are new growths either in the 
bowel itself, in the mesentery, omentum, or other structures. 
Intussusception is, perhaps, the most frequent cause of obstruc- 
tion, occurring in a large per cent of all cases. It is also some- 
times due to bands, adhesions, volvulus, hernia thru rents or 
openings in’ the mesentery or omentum, diaphragmatic hernita, 
ete., etc. This list does not, by any means, exhaust the list of 
causes, but is enough to indicate some of the difficulties confront- 
ing the surgeon in the matter of diagnosis. 

Gibson, of New York, in 646 cases of acute obstruction of the 
bowels, found 187, or about 29 per cent, due to intussusception; 
bands including twists, due to adhesions, etc., 186 cases; volvulus, 
121; Meckel’s diverticulum, 42; gall-stones, 40; opening in mesen- 
tery, omentum, etc., 34; foreign bodies, 16; and miscellaneous, 20. 
These cases were carefully studied, and his results so far as they 
relate to the relative frequency of the various causes agree closely 
with those of other writers. 


DIAGNOSIS. 


If possible the diagnosis of acute intestinal ovstruction should 
be made at the earliest moment, but this is far easier said than 
done. The usually sudden onset of severe pain, the absence of 
bowel movement, the distension (which is quite markt when the 
obstruction is at a distance from the stomach), the vomiting, and 
occasional shocks, ete., will at once point out, even to a man of 
little experience, the fact of obstruction. In this paper I can 
only discuss a few of the more usual forms of obstruction with 
brief reference to diagnosis and treatment. 

As intussusception occcurs in almost one-half of the cases it 
behooves us to always bear this condition in mind. It is extreme- 
ly difficult to discriminate between it and other forms of obstruc- 
tion. The task is easier if a tumor be found after a sudden 
development of pain, particularly if it be in the course of the 
large intestine. It is well to remember that a tumor occurs only 
in about 45 per cent of all cases of intussusception. It must not 
be forgotten that a patient with intussusception may continue to 
have bowel movement. In fact it is quite common in the early 
stage of the ileo-cecal or colic variety for the bowels to be 
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loose. The diagnosis may be made still easier if the tumor ean 
be felt in the rectum or protrudes from the same. 

Speaking broadly, intussusception occurs in early life; volvu- 
lus in middle life, gall-stones in old age, while bands, adhesions, 
ete., may produce the condition at any age, tho naturally are us- 
ually expected rather late in life. They are generally the product 
of previous inflammatory process or surgical procedures. In 
acute intussusception the obstruction is produced primarily by 
a mechanical narrowing which the lumen of the intestine suffers 
when crowded into the segment below. This is increast by the 
swelling of the intussusceptum consequent upon the interference 
with the circulation, and may be rendered complete by the curv- 
ing or bending caused by the very considerable dragging upon 
the mesentery. 

.In intussusception the pain, vomiting, and tenesmus are al- 
most constant symptoms; but pain is at best an uncertain guide, 
vomiting may be long delayed or absent when the disease is in 
the large intestine, and the straining may be slight or absent 
when the obstruction is high up. 

Bands or adhesions furnish almost as many instances of 
acute obstruction as intussusception. They are uually the result 
of a previous inflammation or abdominal section. Any localized 
peritonitis may give rise to it. After recovery the constant peris- 
taltic movement of the bowels, the weight of abdominal viscera, 
and the movement of the abdominal walls all tend to stretch such 
adhesions and convert broad thin bands into long, narrow ones. 

For purposes of diagnosis and treatment it makes no differ- 
ence whether the offending condition be an inflamed band, or 
hole in the mesentery or omentum, or a persistent vitelline duct. 
In either case it is probable that one of the more movable loops 
of small intestine is caught and imprisoned. The distension of 
the confined loop rapidly increases and cuts off the blood supply. 
The distension of intestine above the point of constriction helps 
to prevent spontaneous reduction and hastens the rapid approach 
of gangrene or perforation and all the evils of a rapidly progres- 
sing sepsis in the peritoneal cavity. 

Acute obstruction of the bowels by fecal accumulation must 
be very rare. I have never seen a case. I have seen the pelvis 
so filled with hardened scybala as to require its removal by fingers 
or scoop, but even in these cases I have not seen any symptoms of 
acute obstruction, such as pain, distension, etc. 

In volvulus or twisting of the bowels the diagnosis is senhiint 
easier than in most cases of obstruction by the fact that shortly 
after pain is noted a rapid ballooning, in fact, enormous disten- 
sion of the bowels, sets up, and it is also observed that the pain 
is not so severe as in strangulation by band or intussusception. 
Two-thirds of all cases of volvulus occur about the sigmoid flex- 
ure. Vomiting is absent much oftener in volvulus than in stran- 
gulation by bands. The pulse is weak and rapid and the temper- 
ature usually below normal; in fact, it may remain so until death. 
On account of distension the respiration soon becomes distressing 
and is much increast in frequency. This acccounts for the dysp- 
nea and sense of suffocation. 

The limits of this paper prevent me from referring to all the 
causes of obstruction. I might dilate upon obstruction due to 
twisting of the omentum, of twisting of the entire mesentery upon 
itself, internal hernia of all kinds, etc., ete. 


CASE OF DIAPHRAGMATIC HERNIA. 


I will, however, give the history of a case of diaphragmatic 
hernia upon which I operated in 1891, while in charge of the St. 
Louis City Hospital. The patient had been treated by me in 
the same institution for stab wound of the thorax about a year 
previous to operation. The knife entered the seventh costal in- 
terspace in the left mammary line. At that time no evidence of 
injury to the diaphragm was noted. At his admission in 1891 
he complained of great pain in the left hypochondriac region, res- 
piration was difficult in the recumbent posture, so much so that 
his shoulders had to be considerably elevated. The drum-like per- 
cussion note over the left chest and the displacement of the heart 
to the right, taken in connection with a knowledge of the previous 
stab wound injury, led to the diagnosis of diaphragmatic hernia. 
After the abdomen was opened the condition was readily made 
out. Traction alone was not sufficient to return the mass to 
the abdominal cavity. A slight incision of the ring enabled me 
to perform reduction without further difficulty. The opening of 
the diaphragm was closed by several chromicised catgut sutures. 
The patient, however, did not rally, and died in a few hours 
after the operation. The hernial mass consisted of almost the 
entire stomach and splenic flexure of the colon. A better and 
safer procedure would have been a resection of the rib and a 
reduction of the mass from above. Had I adopted this plan I 
believe my patient would have recovered. As the patient made 
an apparently perfect recovery from the knife-wound I take it 
that the hernia did not come on until shortly before his admis- 
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sion to the hospital for operation. There must have been a grad- 
ual giving away of the diaphragm at the site of the knife-wound. 
This case emphasizes the point which I have since insisted upon, 
and that is, that all knife wounds of the abdomen and lower thor- 
acie region should be followed to the bottom with the naked eye. 
In this case it would have been the better procedure at the time of 
the knife-wound to resect the rib and sew up the diaphragm from 
above. 
TREATMENT. 

In the treatment of obstruction of the bowels there can be no 
question as to the urgent necessity of immediate surgical inter- 
ference. 

I cannot too strongly condemn the use of opium or purgatives 
in cases where we have the least suspicion of obstruction. The 
use of opium simply obscures the symptoms by deadening the 
pain so that peritonitis becomes so far advanced as to render op- 
erative interference almost useless. 

Purgatives, of course, by adding to the bowel peristalsis, ag- 
gravate the condition and not only make the obstruction more 
acute, but cause vomiting, and thus increase the shock, but how 
many of us have treated cases of obstruction without opium or 
purgatives in the early stages before making a diagnosis? I con- 
fess to having sinned in this way a number of times, and I re- 
gret to say that I fear I have lost patients by pursuing this course. 

I believe it to be our duty to withhold all opiates and purga- 
tives when we are called to a patient suffering with abdominal 
pain. It is extremely difficult, however, and perhaps heartless 
to stand by and allow our patient to suffer excruciating pain 
while awaiting developments. But I am persuaded that we 
would do far better to use simple hypnotics and soothing local 
applications until we are convinced that we do not have to deal 
with a simple colic. I would make an exception to this rule 
when we have good reason to believe that our patient is suffer- 
ing from a hepatic or renal colic. The location of the pain and 
the previous history of such attacks in these conditions would be 
a good guide, and enable us to draw a fairly safe conclusion. 

If the use of hypnotics, warm applications, and high rectal in- 
jections do not relieve the condition after a few hours’ trial I am 
persuaded the wiser course would be to perform abdominal section. 

I shall not attempt to discuss the various procedures for the 
relief of the obstructed condition after opening the abdomen. 
These are generally well known. 


STRANGULATED HERNIA.* 


BY J. J. BROWNSON, M. D., DUBUQUE, IOWA. 
Surgeon to Mercy Hospital. 


When, from any cause, the circulation in a hernia becomes 
obstructed, the hernia is said to be “strangulated.” Yet how 
many of us are as thoroly imprest with the importance of re- 
moving the source of obstruttion in the circulation of the intestine 
as we would be with like condition in the arm or leg when the 
cause of obstructon can be seen and is readily removable? How 
long would any doctor wait to cut a band or string stopping the 
circulation in an extremity? Yet so many will temporize—even for 
hours—knowing that the gut is in exactly the same condition! 

The patient’s attention is generally first called to the fact that 
the hernia cannot be reduced as usual; but no alarm is felt until 
faintness, pain and vomiting occur. Then the doctor is sent for. 
This is usually the history. But there is another class—in which 
no truss has been worn, perhaps the subject does not even know 
he is ruptured—the first intimation of serious trouble being the 
onset of pain and vomiting. It is to this class of cases, especial- 
ly, that I wish to direct attention. 

When a doctor is summoned to persons with symptoms of 
colic, cramps, cholera morbus, etc., accompanied by vomiting, 
his hand should intuitively pass to the hernial regions to ascer- 
tain the condition there. Illustrating this point, I will relate the 
history of a éase that occcurred in my practice a few years ago: 

I was called one day to see Miss O. She had been taken sick on 
Sunday evening while at church, with severe cramps in the stom- 
ach; she was immediately taken home, and the local doctor sent 
for. By the time he arrived she had vomited. After an exam- 
ination he announced that she had inflammation of the stomach; 
gave a hypodermic of morphine; left a prescription for some bis- 
muth powders; said he would call in the morning, and went hone! 
He called in the morning, and continued in attendance every day. 
As the patient continued to get worse, on Thursday I was sent 
for, and as I entered the room she vomited. In my own mind 
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I instinctively thought hernia, and my hand immediately was past 
to the hernial regions, and there was a large strangulated femoral 
hernia! The patient had never had any trouble before, and if she 
had had a rupture she did not know it. She was already septic 
and died the next day. The physician who was first called to see 
her was an able one, and knew what hernia is before I was born, 
but he had not practist constant repetition and attention to details; 
or, in other words, he had not so educated the columns of the 
cord that when he was called to a case of vomiting his hand 
instinctively past to the hernial rings, without cerebral action. 

Strangulated hernia gives rise to very characteristic symp- 
toms, such as painful, tender and tense tumor, with tympanitic 
note if the sac contain intestine. The impulse on coughing is 
lost and as obstruction becomes worse, constant vomiting follows, 
which is almost characteristic, i. e., it lacks the violent retching 
and straining usual in “sick stomach.” The vomiting, (as well as 
the cast of countenance), is also the same as that we notice in 
cases of mechanical obstruction of the bowels. 

Now we may have nearly all of these symptoms present, and 
yet it will sometimes be very difficult to make an accurate 
diagnosis. The swelling might be an enlarged lymphatic or a 
fatty tumor in the region of the hernial ring. A retained testicle, 
especially when inflamed, may render a diagnosis obscure. A 
hydrocele is frequently mistaken for a rupture. In my experience 
I rely more on the ability to be able to get around the swelling as 
the best evidence; or, in other words, to be able to separate the 
tumor from the hernial opening. 

While at first sight it might seem very easy to differentiate 
these conditions, one will sometimes find it quite puzzling, as for 
instance, the other day a case came up something like this: G. 
S., age 12, was taken with sudden vomiting and fever, and pain 
in the right iliac region. On examination there was a large scar 
with considerable bulging, there was pain and no impulse on 
coughing. The patient had had an operation for appendicitis 
three years before, but did not know if the appendix were re- 
moved or not. The question at once arose: Was this strangulated 
hernia or a recurrence of appendicitis? A diagnosis of appendical 
\nflammation was made on account of the fever; and operation 
confirmed it. 

One must, of necessity, meet many conditions in which all 
the ingenuity possest will be taxt to form positive conclusions; yet 
careful examination and thoro analysis of all symptoms present 
as well as the previous history will usually lead to a correct diag- 
nosis. If, then, the people object to the absolutely necessary op- 
eration the blame is theirs—not the doctor’s. 

The diagnosis being establisht, what should be the standard 
method of procedure? The first rule—never to be violated—is: 
Never leave the patient until the hernia is reduced. One should 
first make gentle, (very gentle) attempts at reduction by taxis; 
tho if the patient has long had the hernia and has not been able to 
reduce it, the doctor seldom will succeed. If the gut does not 
slip back quickly immediate operation (or as soon as a surgeon 
can be summoned) is imperative. 

Most doctors can operate, in emergency, on such cases, mak- 
ing an incision over the tumor, cutting down to the sac, separat- 
ing this from the cord and opening it, cutting the constriction, 
washing the gut, returning it to the belly and closing the wound 
with a few stitches. 

All this seems easy, and is comparatively so, in simple cases 
—those of short duration. But unfortunately, many cases are 
too far advanced for such a simple procedure; resection of the in- 
testine is necessasry; and this requires a skilled surgeon. 

It is often a difficult question to decide whether the intestine 
should be returned or not. If the bowel is only congested it is 
proper to return it, but if it is ashy grey and dead-looking, giving 
evidence of gangrene, we must either resect, using the Murphy 
button, (or usual end to end approximation); or leave it in the sae, 
after relieving the obstruction, stitch the gut to the external 
wound and open it, so that a fecal fistula will form, which may 
be closed later. As time goes on and the people and the profes- 
sion so understand the gravity of obstructed circulation in the in- 
testine that they will take prompt steps to relieve it, (like they 
would obstructed circulation in an arm or leg where there is a 
tight bandage), then shall we see less of enterectomies, fecal fis- 
tulae, herniae and deaths. 

If we decide to return the intestine it should be pulled down 
a little, to make sure that we'do not reduce the gut with the 
circulation still obstructed. We are then to close the operation by 
making attempt at radical cure, after the methods of Bassini or 
Halstead, the principle of both of which is the same, viz., trans- 
planting the cord. The difference is that in the Halstead the 
“cord lies external to all the muscular layers, while in the Bassini 
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the cord is covered by the external oblique.” My experience has 
been with the Bassini, and the results have been good. 

As to the kind of sutures, I have used silk and have had ulce- 
ration and discharge of the material in several cases, but in only 
one of these was there recurrence. I also find that the relapsing 
of the hernia was in the earlier cases, due mainly, I think, to the 
fact that the patients were allowed to get up and resume their 
occupations too soon. I now use catgut in all buried sutures, 
for the reason that animal sutures and ligatures will hold the tis- 
sues until good union takes place; this is all any material practi- 
cally does, as when the tissues are once united, time only is re- 
quired to make the parts solid: 

Dr. A, M. Phelps, in the Medical Record of February, 1901, 
gives his method of radical cure by stitching over the entire 
lengths of the canal a fine filigree of silver wire, over this each 
muscular layer is stitcht, the cord lying directly under the skin, 
as in the Halstead operation. If it shall be shown that the silver 
wire does not cause suppuration, this method ought to give addi- 
tional strength to the ring. 

As a final dressing over all, a rubber vulvar pad of Akron 
rubber should be placed, or a shield to buckle around genital parts, 
patients will invariably get their hands down and infect the 
wound, unless some such contrivance is adopted; the only stitch- 
abscesses I ever had in all my work were in hernia cases. 

The contents of hernial sacs are sometimes like the ostrich’s 
stomach—very unique—almost everything has been found, from 
pins to appendices. I wish to report, briefly, a case which oc- 
curred in my practice a short time ago. A little boy, age 6 years, 
was referred to me by Dr. R. with a strangulated hernia of three 
days’ standing. On cutting down and opening the sac, some dark 
spots and ulcerations were noticed on the sides of the bowel; these 
were removed, and after much examination the odor of coffee 
was detected, the remainder of the contents were taken out and 
consisted of about a teaspoonful of coarsely ground coffee! The 
edges of the ulcerations were trimmed, stitcht together with Lem- 
bert sutures and the gut returned. The little fellow recoverd. 


CONCLUSIONS. 

1. The danger in strangulated hernia has always been caused 
by delay. It is the condition that kills, not the operation. 

2. In all cases of abdominal pain and vomiting the attend- 
ant must be sure to examine the hernial regions. Systematized 
details always bring success. 

3. When called to a case of strangulated rupture, the mode 
of procedure will depend upon whether the doctor is a surgeon or 
not. (a) If not an operator he should make gentle taxis; if not 
successful give chloroform and try again; if the hernia is still 
unreduced, give the patient a hypodermic of morphine, put on a 
hot compress and send for a surgeon at once. (b) If the attend- 
ing physician is a surgeon he should make slight taxis; if he fails 
to get the rupture back, preparation for operation should be made 
while the chloroform is administered. When the patient is an- 
esthetized, herniotomy should be done, and the radical cure per- 
formed. 

4. Every case of hernia, whether strangulated or not, should 
be subjected to the radical cure. It should be the rule to operate 
to prevent strangulation as well as for strangulation. 


INSANITY IN WOMEN FROM THE GYNECOLOGICAL AND 
OBSTETRICAL POINT OF VIEW. 


BY A. LAPTHORN SMITH, M. D., M. R. C. S., ENG., MONTREAL, QUEBEC. 


Professor of Clinical Gynecology in Bishop’s University, Montreal, and Professor 
of Gynecology in the University of Vermont, Surgeon-in-Chief 
of the Samaritan Hospital for Women. 


From a careful study of a large number of recent articles by 
writers of great knowledge on the subject of the relation of pelvic 
disease to the production of insanity, added to my own somewhat 
limited experience, the following conclusions are: I believe, justi- 
fiable: 

(1.) Insanity is not hereditary as is generally supposed; but it 
certainly is sometimes contagious. 

(2.) Insanity in the majority of cases is not due to organic 
disease of the brain, but to functional disorders of its circulation 
and of its circulating fluid. 

(3.) In many cases, in women, the disorder of the brain’s 
circulation is caused by reflex irritation carried by the sympathetic 
from the pelvic organs (as by retroversion of the uterus, cirrhotic 
ovaries, fibroid tumor, ete.). 

(4.) In other cases it is the fluid circulating in the brain 
which is at fault; in some it is too poor quality, because the diges- 
tive apparatus is interfered with by reflex irritation of the sym- 
pathetic, due to lacerated cervix, endometritis, ete. 

(5.) In a lesser number of cases the brain is prevented from 


working because the blood is badly oxygenated or loaded with uric 
acid, urea or other poison. 

(6.) Hundreds of cases are now on record of insanity being 
cured by removal of the cause, the greatest number of mental 
cures having followed ventro-fixation and shortening of the round 
ligaments for the removal of retro-displacements, while many 
others have followed the ablation of fibroids, cirrhotic ovaries, 
the repair of lacerated cervices and even simple curetting. 

(7.) Such being the case, it is the duty of the family physi- 
cian to examine carefully every woman in his practice who be- 
comes insane, or to have her examined by a gynecologist; and, if 
any pelvic disease is discovered it should be remedied. 

(8.) It is the duty of every medical superintendent of an in- 
sane asylum to have a systematic examination of every female 
patient made, (preferably under anesthesia), so that unsuspected 
sources of irritation of the sympathetic situated in the pelvis may 
be removed. In one asylum alone this course has resulted in 
improvement in 60 per cent, and recovery, mentally, of 42 per cent 
of those operated upon, altho the pelvic troubles had existed for 
from six to sixteen years. 

(9.) If anything is done it must be done thoroly, as several 
cases have been reported where no benefit resulted until a second 
and more complete operation was performed. 

(10.) In view of the number of women who become insane 
from uremia, more care should be exercised by practitioners in 
preventing this condition. All Protestant pbysicians should, with 
the advice and approval of one or two colleagues, empty the ute- 
rus before the kidneys become permanently damaged. Catholic 
physicians are not allowed by their church to sacrifice the ovum 
in order to save the mother, but they may do much by internal 
indication to prevent the dire results now so often noted. 


ACUTE GENERAL PERITONITIS; WITH REPORT OF CASE. 


BY THOMAS J, WATKINS, M. D., CHICAGO, ILL. 
Associate Professor of Gynecology in Northwestern University. 


Mrs. W. mist one menstrual period a few days previous to 
her present illness, and as the menstrual period of the previous 
month, was very slight, she considered herself pregnant. She 
inserted a catheter, containing a sharp wire, into the cervix uteri 
at five o’clock one afternoon. There was but very little imme- 
diate pain, no hemorrhage, and only a drop or so of blood on 
the catheter. The patient went to bed after getting supper and 
slept until three o’clock the next morning, when she was awak- 
ened by “aching” in the abdomen. She fell asleep again and 
was awakened at four o’clock by more severe pain. She took 
a hot douche, but obtained no relief, she then dresst and was up 
and about and prepared breakfast. The pain, which at this 
time was confined to the lower left side of the abdomen, be- 
came very severe during breakfast, and the patient was obliged 
to lie down. A physician was called, who said the patient was 
threatened with a miscarriage and administered some “pills.” 
There was no vomiting at this time; no complaint except of ex- 
cruciating pain. The bowels moved freely and wetery once dur- 
ing the morning. 

Dr. Paul Chester was called at four p. m., and curetted the 
uterus, Which was found to be empty; but the pain was worse 
upon recovery from the anesthetic. 

Dr. Watkins was called in consultation in the evening, and 
the following conditions were found: 


Great tenderness and severe pain over the entire abdomen, 
with slight distension, but no mass in either the pelvis or abdo- 
men. There was profuse vomiting and a temperature of 102, 
pulse 108. Operation was decided upon, and the patient was 
sent to St. Luke’s Hospital. 

Under anesthesia the uterus was dilated and found empty, 
about normal size, and not perforated. An opening posterior to 
the cervix was made, and upon opening the peritoneal cavity 
about two ounces of sero-pus escaped. ‘The left Fallopian tube 
was delivered and found to be enlarged, acutely inflamed, not 
adherent, and pus was draining from the fimbriated end. The 
left ovary was normal. The right uterine appendage was 
normal. The mesentery of the tube was clampt and the tube 
excised, a ligature substituted for the clamp, and placed so as 
not to occlude the opening of the tube, and thus interfere with 
drainage. A perforated rubber tube covered with gauze was 
inserted for drainage. 


Patient took the anesthetic (1% ounces of chloroform) 


well; the pulse remaining about the same as before the opera- 
tion, which lasted 45 minutes. 
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few. 


BACTERIOLOGICAL REPORT. 
Pus shows a large number of short bacilli resembling the 
proteus valgaris, some resembling the bacillus coli. 
There were also many single cocci; but pus cells were very 


Later examination of culture showed staphylococci in abun 


dance. 


cent. 


day. 


lar cases. 


BLOOD-COUNT. 


Blood count made a few days after operation, showed: 
Red cells, 4,224,000; white cells, 12,200; hemoglobin, 59 per 


TREATMENT. 
Calomel was begun at once and hypodermics of strychnine 
were given at regular intervals. 
Enemata of magnesium sulphate and glycerine were given 
every three hours, and soon the bowels were acting freely. 
The pulse soon dropt to between 80 and 90, and at no time 
afterwards did the temperature rise above 102 degrees. 
An occasional dose of morphine was given during the next 
few days to quiet restlessness. 
All medicines, except cathartics, were discontinued on the 
fourth day. 
The patient left the hospital in good condition on the fifteenth 


REMARKS. 

This case is of especial interest as to: 
1. Differential diagnosis. 
2. Advantages of vaginal over abdominal section for simi- 


8. Rapidity of infection. 


Infection thru 
Uterus Without 
Perforation. 


Perforation of 
Uterus. 


Tubal 
Abortion. 


Appendicitis. 


History. 


Pain. 


Hemor- 
rhage. 
Shock. 


Vomit- 
ing. 


Consti- 
pation. 


Abdomen. 


Pelvic 
Exam. 


Contents of 
Uterus. 


Pulse. 


Temp. 


Blood. 


Operation. 


Of mechanical in- 
terference with- 
out immediate 
discomfort. 


Little, if any im- 
mediate pain. 


None. 


Not until from 
Peritonitis. 


Later, variable. 


Late, if at all. 


No findings until 
later, then ten- 
derness general. 


General _tender- 
ness. No mass. 


Bacteria. 


Normal, until Per- 
itonitis when fas- 
ter, becoming 
weaker. 


Normal until Per- 
itonitis, then 
rises. 


Leucocytosis. 


Pus. No fecal 


odor. 


With immedi- 
ate discomfort 


Sharp sudden 
pain. 


External orin- 
ternal or both 
Hematoma. 
General signs 
of internal 
loss of blood. 


Immediate 
more or less 
markt. 


May be very 
soon 


None. 


Tenderness 
signs ofinter- 
nal hemor- 
rhage. Hem- 
atoma, etc. 
Tenderness 
more localized 
Mass hema- 
toma. 


Blood with or 
without Bac- 
teria. May 
have hernia. 


May be ve 
rapid or wea 
very soon. 


May be sub- 
normal at first 
then rises. 


Diminisbt reds 
Diminisht he- 
moglobin, no 
leucocytosis 
until later. 
Hematoma. 


Usually no 
cause known 
for onset of 
symptoms. 
Protracted in- 
termenstrual 
period. 


Sudden, sharp, 
severe.—Local 
becoming 
general in ov- 
arian region. 


External us - 
ually markt, 
Internal signs 
of generally 
markt. 


Immediate, us- 
ually severe. 


Usually soon. 


None. 


Tender very, 
usually more 
in one side. 
Distended He- 
matoma, etc, 


Tenderness 
more on one 
side. Mass 
Hematoma, 


Much Hemorr- 
hage.  Deci- 
dual -mem- 
brane. 


Rapid and 
weak. 


May be sub- 
normal at first 


Reds low, 
Hemoglobin 
low. No Leu- 
cocytosis until 
later. 
Hematoma 

& Membranes 


etc. 


Possibly of former 
attacks; no cause 
known. 


Less sudden gen- 
eral, becoming 
localized in right 
Iliac region. 


No signs of hem- 
hage. 


Variable, may be 
very severe. 


Usually soon. 


Markt. 
Tender, general 
becoming local- 


ized in Rt. Iliac 
region. Rigidity 
Mass in Iliac re- 
gion. 


Tender point over 
Vermiform appen- 
dix. 


Negative. 


Rapid. May be 
strong and full. 


Usually rises to 
varying degree. 


Leucocytosis. 


Fecal odor to pus, 


This case could only be diagnosed from appendicitis by the 
history. Whether uterus was perforated or not could only be 
shown by examination of cavity of uterus with a sound or pal- 
pation of outer surface of uterus after abdomen was opened. 
After the abdomen was opened the absence of odor excluded an 
appendicitis. The pus in and the changes of the Fallopian tube 
showed the origin of the infection. 

Reasons for selecting the vaginal route in this case were: 

1. History indicated infection of the uterus. 

2. Possibility of pus being localized. in the pelvis. 

3. Less manipulation of the intestines. 

4. Small amount of time consumed. 

5. Better drainage. 

6. Less danger of septicemia if infection proved to be of pel- 
vie origin. 

7. If no disease in the pelvis was found the vaginal section 
would not complicate abdominal section, but would afford the 
best route for drainage. 

8. Less shock to the patient, 

RAPIDITY OF INFECTION. 

Patient was infected at five o’clock in the afternoon and 
two ounces of pus were found on the night of the day following 
at eleven o’clock. 

The rapid formation of pus is especially interesting as the 
bacteriological examination showed a very slow growth. 

The slow growth of the organisms and the rapid recovery of 
the patient would indicate that the infection was not of acute 
virulency. 

Was the pus localized in the pelvis? In all probability it was 
not. The absence of pelvic adhesions would mean that there 
were few, if any, -intestinal adhesions, and, without intestinal 
and omental adhesions the peristaltic action of the bowels and 
the lymph current would disseminate the pus. 

The immediate operation was imperatively indicated by the 

istory of the illness, and the presence of general peritonitis. 


TRANSPLANTATION OF THE URETERS INTO THE REC- 
TUM IN EXTROPHY OF THE BLADDER. 


BY GEO. A. PETERS, M. D., F. R. C. E., ENG,, TORONTO, ONT., 


Associate Professor of Surgery and Clinical Surgery in the University of Tor- 
onto; Surgeon to Toronto General Hospital and to the Victoria 
Hospital for Sick Children. 


The first case I have to report is that of a child aged two 
years and seven months, who suffered from ectopia vesicae and 
procidentia recti. The procidentia was operated upon December 
7, 1896, an incision being made in the median line above ‘the im- 
perfect umbilicus and a longitudinal fold made along the axis 
of the bowel, securing it by a double Lembert suture, thus nar- 
rowing its lumen and forming a fleshy column of ‘the anterior 
fold of the rectum. This prevented the prolapse; and recovery 
was satisfactory. 

_This I believe to be a new operation, as it differs from any 
other in its essential features, consisting in narrowing the lumen 
of the lower dilated portion so as to make it practically impos- 
sible for the original apex of the protrusion to fall into it, and at 
the same time converting the part doubled in into a strong ver- 
tical fleshy column, the lower end of which is supported by the 
perineum, while the upper in turn supports the apex of the pro- 
trusion. 

A second case was operated upon later, in practically the 
same way, the extrophy being treated also at another operation, 
nearly three years later. The sphincter was well stretcht, and 
the rectum previously cleared by a purge or enema of non- 
poisonous antiseptic solution. With the rectum blockt in its up- 
per portion by a fair-sized sponge, a Jacques soft rubber catheter, 
about No. 5 (English), was passt for about two inches into the 
ureter. The part containing the eye was cut off so that the urine 
entered the opening freely. A silk suture was then caught around 
the extreme end of the ureteral papilla, once or twice, and was 
also passt by a needle thru the substance of the catheter so as 
to effectually prevent its slipping out, as it was the intention to 
retain these catheters in position at least forty-eight hours. Care 
was observed not to obstruct the lumen by passing the thread 
across it or by tying it too tightly. The distal end of the ureter 
with a goodly rosette of bladder muscle and mucous membrane 
was then dissected free, the catheter affording an excellent guide 
to its position. The idea was that whatever virtue there might 
be in the peculiar termination of the ureter upon the inner sur- 
face of the bladder should be retained when the transplantation 
was completed. As soon as the entire thickness of the bladder 


(here uncovered by peritoneum) had been snipt thru with scissors, 
blunt dissection was employed and it was found not to be difficult 
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to free the lower end of the ureter along the wall of the pelvis 
without injury to the peritoneum. Both of the ureters having 
been isolated, the whole of the bladder tissue was ablated from 
the perimeter, where it merged into the skin, to the prostate, 
where the vesiculae seminales deboucht. Great care was em- 
ployed not to injure the peritoneum and in this case it caused no 
trouble. Next, the lateral aspects of the rectum, at a point be- 
low the reflection of the peritoneum, were exposed and the final 
step of the operation was the transplantation of the ureter into 
the lateral walls of the rectum, as follows: With a finger in the 
rectum the exact point was determined where the implantation 
was to be made, It must always be above the internal sphincter 
in the lateral and not in the anterior wall, to avoid kinking, and 
high enough to permit the ureter to project slightly, one-fourth or 
one-half inch, into the lumen of the bowel without stretching. As 
it is thus produced, it forms a papilla, which, when presst within 
the bowel, becomes converted into a valve, similar to that at the 
entrance of the bile duct and salivary ducts. This point having 
been decided upon, the operator or his assistant passes a slender 
forceps thru the anus, presses them against it from the rectal 
aspect and lifts it across into the anterior wound. The wall of 
the bowel is now incised upon the projecting forceps, which are 
then forced gently thru. By stretching and cutting, the wound 
1s enlarged with great exactness, so as to exactly fit the ureter 
with its contained catheter and yet not squeeze them. The for- 
ceps are now opened, made to grasp the distal end of the catheter, 
and it is drawn into the bowel and out of the anus, the operator 
at the same time carefully directing the ureter thru the slit and 
satisfying himself that its termination forms a papilla at least 
vne-fourth of an inch long on the rectal mucous surface. In guid- 
ing the mouth of the ureter thru the slit, the forceps may be passt 
back again beside the catheter and made to grasp the edge of the 
rosette of bladder tissue around the ureteral papilla. This process 
is repeated on the other side. The sponge plug is now withdrawn, 
‘are being taken not to disturb the catheters while so doing. No 
attempt is made to stitch the ureters in position. The catheters 
are left in position at least two or three days, or until they come 
away of themselves, which occurred in this case in about sixty 
hours. It was not thought judicious to attempt any plastic opera- 
tion for immediate closure of the abdominal wound. The whole 
area was surprisingly small and a moderately firm packing with 
todoform gauze afforded efficient drainage and support, and acted 
as a splint to the ureters in their new position. Plastic closure 
may be done later when the implantation has healed securely 
and granulation been establisht. In this case the wound healed 
entirely by granulation and the scar was quite small and firm. It 
is now more than four years since the operation for procidentia 
recti was performed and about one and one-half years since the 
conversion of the rectum into the cloaca. 

The boy is in perfect health. There has not been the slightest 
tendency of return of the procidentia; there was no disturbance 
of function of the kidneys, and the mouths of the ureter ean each 
be felt as a salient papilla as large as the tip of the little finger. 
There is no eczema or excoriations of anus or perineum, or any 
evidence that the rectum resents the presence of urine. The fre- 
quency of defecation depends largely upon the amount of fluid in- 
gested, and the degree of activity of the boy. There is no ‘evi- 
dence of reabsorption of urine from the rectum and the cloaca 
seems to act habitually as a bladder and only performs the defeca- 
tion function at such times as a movement of the bowels should 
take place under normal conditions. 

For this extraperitoneal operation the following advantages 
are claimed. (1) There is absolutely no danger of peritonitis; (2) 
a prominent natural papilla is secured; this is the natural manner 
of debouchement of a duct upon a mucous surface, and affords 
the best possible protection against spread of infection up the 
ureters; (3) the ureters are further protected against infection 
or sloughing by lying undisturbed in their natural environment 
almost to the point of implantation; (4) the operation is easy of 
performance, and practically free from shock and exhaustion. 


A ease of acetabular disease of the hip, in which amputation 
of the joint seemed indicated, but was refused, was recently 
treated by Dr. E. H. Bradford, of Boston, by throwing the head 
of the femur out of joint by an incision similar to that for ex- 
cision and placing it on the dorsum of the ilium. A free incision 
was made, allowing drainage from the acetabulum, which was 
feund perforated. A celluloid drainage tube one inch in diameter 
was inserted to a sufficient depth and secured by a stitch. The 
base of the acetabulum was toucht with carbolic crystals and 
washt off with alcohol, as advised by Phelps. The limb was fixt 
in fiexion and adduction by a plaster-of-Paris spica. Markt im- 
provement followed. Drainage was kept up for six months, and 
then the boy was allowed to go about. The tubercular osteitis of 
the acetabulum had been healed and future operation may cor- 
rect the present deformity. 


STERILITY IN WOMEN.* 


BY LEWIS S. MCMURTRY, A. M., M. D., LOUISVILLE, KY. 
Professor of Gynecology in the Hospital College of Medicine. 


A review of the literature of this subject (which dates back 
to an early age of medicine), including recent investigations, im- 
presses one with the unsatisfactory state of our knowledge of the 
subject. 

Various authorities estimate the percentage of sterility among 
married women of the age between 15 and 46, at from seven to 
twelve per cent. It is increasing at the present time—owing to a 
variety of causes dependant upon conditions of modern life—es- 
pecially in our great cities. 

In this brief sketch I shall omit consideration of congenital 
causes of sterility, and of those acquired defects in the repro- 
ductive organs; such as surgical removal of the uterus, ovaries, 
and Fallopian tubes, or permanent atrophy of these organs. 

Two necessary conditions must obtain for normal conception: 

1. That the ovum and spermatozoa shall meet and fertili- 
zation occur. While this is believed to occur in the Fallopian 
tubes, it doubtless can obtain in any part of the tubo-uterine 
mucous tract. 

2. That the fertilized ovum shall find a proper nidus in the 
endometrium. The endometrium is the placenta-forming organ, 
which is the great center of force in the growth and development 
of the ovum. ‘The endometrium must shed its epithelial covering, 
and its retiform tissue must become filled with lymphoid cells, 
from which the decidua must arise. 

The function of menstruation and the coincident changes in 
the endometrium find their objective point in the preparation of 
a suitable nidus for the development of the fertilized ovum. 

Excluding those general causes of arrested development, im- 
proper education and corpulence, the causes of sterility in women 
may be thus enumerated: Vaginismus, atresia of vagina, stenosis 
of the os, (anteflexion, conical cervix), uterine displacements, lac- 
erations of cervix, tumors, inflammatory lesions of the perito- 
neum, ovaries, and tubo-uterine mucosa. 

The two first causes above enumerated are obstacles to coi- 
tion, can be readily detected by examination, and are amenable 
to well-known methods of treatment. 

Altho stenosis of the os uteri and cervical canal is among 
the rarest causes of sterility, it is the assumed cause in almost 
every case which is presented to the physician for treatment. 
It is well known to every gynecologist that almost every case of 
sterility or delayed conception which comes under observation 
has previously undergone dilatation of the cervix for a fancied 
stenosis of that canal. The same criticism is applicable to the 
operation for sterility practist by Simpson and Sims, viz.: incis- 
ion of the cervix. No operation is more misapplied than this 
one, and in a large proportion of cases it is the initial step in 
the establishment of chronic inflammatory disease of the tubo- 
uterine mucous tract. This statement may be emphasized when 
applied to those cases of sterility attributed to cervical stenosis 
in which a stem pessary is applied to maintain patency after 
dilatation. 

Inflammatory diseases of the uterus, ovaries, Fallopian tubes, 
and pelvic peritoneum constitute the cause of sterility in the 
great majority of cases, and the prevention and treatment of 
sterility is, for the most part, the prevention and control of in- 
fection of the tubo-uterine mucous tract. 

The anatomical arrangement of the female genital organs 
makes it a priori probable that bacterial invasion plays a pre- 
dominating role as a causative factor in all classes of inflamma- 
tory diseases. 

Doederlein says: “Above any site in the body, the uterus 
seems to be the place favoring bacterial invasion and coloniza- 
tion: The open connection between the uterus, the vagina, and 
the outside world; the many chances for transport of germs which 
are so obvious, particularly during sexual life; stagnating secre- 
tions protected against desiccation, and kept at a brood-oven tem- 
perature—all these factors unite to impress us how well adapt- 
ed the interior of the genitalia is for bacterial invasion and con- 
sequent disease.” 

Yet it has been found that in spite of all these apparently fa- 
vorable factors the internal organs of the healthy woman are 
not easily reacht by pathogenic bacteria, and are, as a rule, 
sterile. The vulva, according to the unanimous verdict of all in- 
vestigators, is frequently the seat of pathogenic bacteria, particu- 
larly the ubiquitous ordinary pyogenic micro-organisms. The 


*Abstract of paper read before the Louisville Medico-Chirurgical Society, 
April 26, i901. 
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vagina, however, in healthy women, contains pathogenic bacteria 
only in a small number of the cases examined under the proper 
precautionary measures to avoid contamination. It, on the 
other hand, in healthy women, always harbors a great many non- 
pathogenic bacteria. Yet fully virulent pathogenic microbes, 
introduced experimentally (as has been done by Koenig, Doderlein 
and others), are speedily killed in the healthy vagina. Clinical 
and other experience has absolutelyy shown that the vagina pos- 
sesses the power of self-purification, which may be speedily lost 
under certain conditions. 

Adhesions, thickening and obstructive, so commonly result- 
ing from inflammatory changes, may readily impede the passage 
of the ovum, while pathological secretions and inflammatory pro- 
ducts may destroy its vitality. This cause of sterility is appar- 
ent in the large number of sterile women who have conceived 
once, and having been infected in connection with abortion, mis- 
carriage, or labor, remain sterile in consequence of the changes 
resulting from inflammatory lesions. 

Recurring to the researches and experiments of Doederlein, 
showing that under normal conditions the vagina has the power 
of self-purification thru the power of its secretions, a practical 
means of preventing infection and consequent sterility is appar- 
ent. The modern idea that pervades the general professional 
mind, and adopted by the laity, that the frequent, often daily, use 
of the vaginal douche is a preventive of infection in healthy 
women is shown to be erroneous. The habitual daily use of 
the vaginal douche in health is productive of much mischief. 
The protection against infection establisht by nature, is washt 
away; unskilled douching itself often carries infection to the 
cervical mucosa, whence it extends along the mucous surfaces. 
The vaginal douche, while a valuable agent in treating disease, 
is altogether misapplied as a routine part of the toilet or as a pre- 
ventive of infection in healthy women. 

Many women are sterile in consequence of the inflammatory 
lesions begun in efforts to prevent conception early in their mar- 
ried life. 

As a conclusion of this imperfect consideration of this sub- 
ject, it may be stated that sterility may result from diseases in- 
volving any part of the genital system of organs, from the pelvic 
peritoneum to the vulva; that the most potent causes originate 
in the changes following inflammation. Hence, for the most part, 
the prevention and treatment of sterility in women is synony- 
mous with the prevention and treatment of pelvic inflammation, 
one of the most elaborate chapters in gynecology. 


DON’TS IN TWENTIETH CENTURY SURGERY. 


BY LUCIEN LOFTON, A. B., M. D, EMPORIA, VA. 
Ex-President Seaboard Medical Association of Virginia and North Carolina. 


(1.) Don’t PROBE for a ball. Nature will find it. 

(2.) Don’t cut away any integument. Scraps make mighty 
nice job-lots in the end. 

(3.) Don’t destroy a piece of bone, if tissue to cover it is 
obtainable. 

(4.) Don’t deny Nature a chance to assert her rights. 

(5.) Don’t let severed fingers and toes lie on the ground to 
perish. Stitch them in place; try moist antiseptic dressing and 
watch results. 

(6.) Don’t forget that blood clots will replace expended super- 
ficial and deep structures, even nerves, veins, arteries and bones— 
WHEN PROPERLY USED. 

(7.) Don’t hurt a patient who is ALREADY hurt. 

(8.) Don’t attempt any operation without a FULL knowledge 
of the anatomic surroundings. 

(9.) Don’t WASTE TIME while operating. 
Davy Crocket’s axiom, however. 

(10.) Don’t believe MINOR operations are not as DANGER- 
OUS as major ones. The prick of a pin has laid many low. 

(11.) Don’t use the knife if you can use anything else. Good 
judgment is ofttimes better than good cutting. 

(12.) Don’t MEDDLE with your surgical cases. Good eye- 
sight, tactile sensation and an acute olfactory sense are prime 
requisites to surgical success. 

(13.) Don’t trust your surgical cases to ANY ONE. It is 
better for you and your patient to know each other intimately 
from start to finish. 

(14) Don’t operate ON CREDIT. Let it be straightout 
cash or pure charity. 

(15.) Don’t go MAD over antisepsis. 


Remember 


Operations in hovels 


have made some surgeons famous, and mortality almost a myth. 

(16.) Don’t forget, however, that the doctor can be a SUR- 
GEON under all circumstances. 

(17.) Don’t send you operable cases away. 
HELP, get it. 

(18.) Don’t attempt an inoperable case. Let the pationt know 
the FACTS. ‘Truthfulness is next to Godliness. 

(19.) Don’t use dull instruments or rotten ligatures. You 
lose your temper in the first instance, and the patient might lose 
his life in the second. ee 

(20.) Don’t forget to ALWAYS PERSONALLY examine the 
organs of the thoracic and abdominal cavities closely. 

(21.) Don’t tell patients too much surgery. Graduates are 
not made in a day. 

(22.) Don’t criticize ANY MAN’S work. A silent tongue is 
better than a glass house. 

(23.) Don’t do surgery under contract. LET NO MAN ham- 
per your head or your hands. 

(24) Don’t forget that a poverty-stricken wretch is entitled 
to the same surgical consideration you would give a potentate. 

(25.) Don’t LOSE YOUR HEAD. You want it in the right 
place when a scalpel is in your hand. 

(26.) Don’t waver over unfortunate results. If you would 
save all, there would be too much demand for your services. 

(27.) Don’t borrow too much of the other fellow’s thunder. 
When you can, pay all you have borrowed. You might make 
some yourself if you would persevere. 

(28.) Don’t WASH a granulating sore. 
what nature is trying to build up. 

(29.) Don’t fail to do YOUR OWN operation, if you can't 
do the other fellow’s. 

(80.) Don’t tell a patient you saved his life. Let him do that. 

(81.) Don’t use too much alcohol in your surgical practice. 
It is a treacherous article in both health and disease. 

(82.) Don’t permit a nurse to be the attending physician. 
She has her place and should know it. 

(33.) Don’t call every enlargement a TUMOR. Give it some 
DEFINITE name. The growth might rebel. 

(84.) Don’t try to look “OWLY.” Patients are not ALWAYS 
dazed by pomposity. 

(35.) Don’t attempt more than thirty operations per day! 
Your health will give away under too great pressure. 

(37.) Don’t try to remember all of these “don’ts.’ TAKE 
YOUR PICK! They might help you across a stream—and not 
change horses at that. 


If you need 


You tear down 


THE ADVANTAGES AND DISADVANTAGES OF DRAIN- 
AGE AFTER ABDOMINAL OPERATIONS.* 


BY HUNTER ROBB, A. M., M. D., CLEVELAND, O. 
Professor of Gynecology in Western Reserve University. 


But little thought is necessary to demonstrate how materially 
our ideas have changed in the past few years with respect to the 
advantages and disadvantages of the drainage-tube after abdomi- 
nal sections. Ina paper publisht in 1890 I summarized the in- 
dication for drainage as follows: 

(1) To provide a means of escape for the serous oozing 
which follows the separation of broad, adherent surfaces. 

(2) To guard against septic peritonitis from retained pus 
from the tube, ovary, or other viscus. 

(8) To remove fluid in cases of persistent capillary hemor- 
rhage. 

(4) To provide against hemorrhage in cases of hysterectomy 
when the pedicle is dropt. 

(5) To drain the peritoneal cavity and starve out the disease 
in cases of chronic or tuberculous peritonitis. 

But from supplementary work done in 1891 I became con- 
vinced that in many instances the drainage tube favors rather 
than prevents infection. The chief objections to the drainage- 
tube were formulated by Prof. Welch, of the Johns Hopkins 
University, about that time: 

(1) They tend to remove bacteria (which may have gotten 
into a wound during operation) from the bactericidal influence 
of the tissue and animal juices. 

(2) Bacteria may travel by continuous growth or in other 
ways down the sides of a drainage-tube, and so penetrate into 
a wound which they otherwise would not enter. We have re- 
peatedly been able to demonstrate this mode of entrance into a 


“Abstract of paper read before the American Medical Association, June 1901. 
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wound of the staphylococcus albus found so commonly in the 
epidermis. The danger of leaving any. part of the drainage- 
tube exposed to the air is too evident to require mention. 

(3) The changing of dressing necessitated by the process of 
drainage-tubes increases in proportion to its frequency the chances 
of accidental infection. 

(4) The drainage-tube keeps asunder tissues which might 
otherwise immediately unite. 

(5) Its presence as a foreign body is an irritant and increases 
exudation. 

(6) The withdrawal of tubes left for any considerable time in 
wounds breaks up forming granulations—a circumstance which 
both prolongs the process of repair and opens the way for in- 
fection. 

(7) After the removal of the tube there is left a track prone 
to suppurate and often slow in healing. 

Moreover, its use favors the occurrence of various post-opera- 
tive complications of which Clark mentions: 

(1) Obstruction of the bowel. 

(2) Fecal fistulae. 

(8) Vesical complications, 

(4) Post-operative hernia. 


In the majority of cases of pyosalpinx the pus-organisms are 
dead at the time of operation, and besides the peritoneum is 
capable in any case of taking care of a certain amount of infec- 
tive material. Again, as Clark has well shown, the drainage- 
tube or gauze often acts more as a plug than as a drain. 

In my own work for the last seven years I have made it a 
rule to close the abdomen; and in my last series of 222 consecu- 
tive cases, with one death, I employed drainage only once. If, 
however, infection occurs, the abdomen can be re-opened without 
danger and well washt out, and a tube inserted. For the pre- 
vention of infection or the removal of infective material without 
the employment of drainage, I would insist upon the following 
points: 

(1) A thoroly aseptic technic. 

(2) The controlling of all hemorrhage and oozing as far as 
possible. 

(8) Careful manipulation, so that all unnecessary bruising of 
the tissues is avoided. 

(4) <A perfect toilette of the peritoneal cavity. 

(5) The removal as far as possible of all infectious foci. 

(6) The use of irrigations with salt solution. 

(7) If necessary, the re-opening and thoro cleansing of the 


(8S) Proper after-care of the patient. 


TREATMENT OF CERVICAL ENDOMETRITIS. 


BY I. W. NIEWEG, M. D., OWENSVILLE, MO. 


Cervical endometritis seems to be peculiarly susceptible to the 
treatment of tincture of iodine and carbolic acid—two parts of 
the former and one of the latter; applied with a uterine pipet. 
It is to be used only afier cleansing the cervix thoroly of the ropy, 
leucorrheal discharge, which can best be done with a dull curet. 
If any hemorrhage occurs it is necessary to wait until all bleed- 
ing ceases. A few drops of the above solution are then drawn into 
the nozzle of the pipet, the nozzle introduced up to the internal 
os, then slowly withdrawn while pressing on the rubber bulb— 
thus distributing the mixture over the entire surface of the cer- 
vical canal. 

This treatment should be repeated about every five to seven 
days; and in conjunction it is advisable to give warm, antiseptic 
injections in the vagina night and morning. If the patient is 
anemic or neurasthenic one must give some ferrugenous prepara- 
tion with strychnine and arsenic. Bromide of sodium and hydras- 
tis canadensis act well where there is an irritability of the nervous 
system or insomnia, but the bromide counteracts the strychnine— 
so should be seldom given. They also seem to have a selective ef- 
fect on the uterus: depleting capillary congestion and favoring 
healthy cell metamorphosis, probably by contracting the walls of 
the capillaries and ridding the parts of stagnant blood. 

Environment should not be lost sight of. Such patients usu- 
ally spend their time in describing their symptoms and seem to 
regard everything from a pessimistic standpoint. The attendant 
should instruct the nurse, and all those coming in contact with 
the patient, to direct her mind in a different channel, to restrain 
her from talking about her disease, and try to make her happy 
and cheerful. Often these simple suggestions will relieve the 


mental agony and greatly facilitate the ultimate result of treat- 
ment. 

CASE I.—Mrs, D., age 50, married, mother of five children. 
Previous health good. About one year after her fourth child was 
born she began to have slight pains in the back, pelvic tenesmus, 
leucorrhea and a general train of nervous symptoms. She con- 
sulted a gynecologist, who gave her treatment, with no relief. 
Afterwards she came under my care. Speculum examination re- 
vealed a rather large os, with a unilateral laceration, considerable 
eversion of the mucous membrane at the external os, redness ex- 
tending well around the os and thruout the entire cervical canal, 
covered with a ropy secretion. After curetting the cervix thcroly 
and cleansing it of all discharge, I gave her an instillation of tinc- 
ture of iodine and carbolic acid (two parts of the former and one 
of the latter), at the same time instructing the patient to use 
warm injections per vaginam twice per day, the douche contain- 
ing sulphate of zinc; and in conjunction gave her constitutional 
treatment for the general debility and instructed her to return 
in seven days. This she did. I found almost the same condi- 
tion, only I noticed the mucous membrane did not bleed so readily 
on gently curetting the cervix. I made the same application as 
previously and instructed her to return in seven days for further 
treatment. In seven days, when she returned, she had improved 
in general health somewhat. On vaginal examination I found 
the local condition had slightly improved: Less redness, eversion 
not so great, size of os reduced, and a decided diminution of the 
leucorrheal discharge. I continued this treatment for three 
months, with rapid improvement; the redness was almost all 
gone, tumefaction was reduced and general health good. I told 
the patient to return in ten days for further treatment, and inti- 
mated to her that likely. I would repair the lacerated cervix also. 
She agreed. But before the time arrived, thought herself well 
and did not return. Six months later she became pregnant; and 
never had any ill feeling until some months after childbirth, and 
again presented herself for treatment, All symptoms were prac- 
tically as previously. 

I again used the iodine and carbolic acid treatment once a 
week, with the same rapid disappearance of all the symptoms. 
At this time I changed localities and was obliged to give up the 
case before a complete cure was effected—because that will not 
be permanent until the cervix is repaired. 

CASE II.—Mrs. S., age 34, married, mother of four children. 
Previous health good, until after birth of third child, since which 
time she has had a peculiar ringing in her head, backache, con- 
stipation and loss of mental power, she being almost insane at 
times. Speculum examination revealed a catarrhal condition of 
the cervical mucous membrane, with a retroverted uterus. Treat- 
ment: Introduced an Albert Smith retroversion pessary to correct 
the malposition of the uterus; made topical application to the 
cervix, with the uterine pipet, of tincture of iodine and carbolic 
acid once every week; and constitutional treatment of tonics 
and nerve sedatives. After four months’ treatment the patient 
felt apparently well. Speculum examination revealed redness al- 
most entirely gone, no tenderness, normal size of canal, “ringing 
in head” and all constitutional symptoms entirely relieved. The 
husband, thinking the expense too great, ordered the patient to 
discontinue the treatment before entirely cured. Cessation of 
treatment resulted in a return of the symptoms. 

CASE III.—Mrs. C., age 28, married, mother of two children. 
Previous health good; suffered from a leucorrhea some months 
after second child was born, afterwards pelvié tenesmus, sacral 
pain and a general neurasthenia. Speculum examination revealed 
a somewhat large, dilated cervix, membrane red, covered with a 
thick, ropy secretion, cavity of uterus rather large, indicating 
subinvolution. Treatment: Tincture of iodine and carbolic acid 
once every week for five months, with constitutional treatment 
for the first two months. At the end of five months patient was 
entirely cured, and has remained well ever since; or so reported 
when last seen—one year after last treatment. 

While the longest treatment in the above is only five months, 
it often requires from six to nine months to effect a permanent 
cure in complicated cases of long standing. - 


Dr. A. J. Ochsner, chief surgeon of Augustana Hospital, Chi- 
cago, who has had a vast experience in the treatment of appendi- 
citis, and who so strongly advocates the total withholding of all 
food and drink even for a week if necessary, in a recent article 
(Medical Standard), says that appendicitis is frequently mis- 
taken for the following conditions: (1) Gastritis or gastric ulcer; 
(2) enteritis; (8) gall-stone colic; (4) peritonitis, due to infection 
thru the Fallopian tubes in women; (5) extrauterine pregnancy; 
(6) renal colic; (7) perforative intestinal ulcer due to typhoid 
fever, tuberculosis, actinomycosis or carcinoma; (9) intussuscep- 
tion; (10) strangulated hernia; (11) intestinal obstruction, due to 
bands or adhesions. 
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SURGICAL NOTES. 


One of the few successful operations of removal of the entire 
stomach was performed by Dr. George Childs MacDonald, of 
San Francisco. He has an article on the subject in American 
Medicine, August 24, in which he says he would advise surgeons 
to limit the operation to men under fifty-five and to women under 
sixty years of age. A high percentage of white cells would cer- 
tainly give an unfavorable prognosis for surgical intervention. 
The absolute integrity of the heart must be considered. Other 
things being equal, working men and women furnish a more 
favorable prognosis than those who follow a sedentary occupa- 
tion. One must be certain that there is a gastric cancer. The 
most favorable indications, he thinks, are a moderately dilated 
viscus with a freely movable tumor situated to the right of the 
median line. 


The use of compresses of sodium bicarbonate in the treatment 
of suppurating wounds is again brought forward by New York 
Medical Journal, August 31, It is claimed that (especially in 
burns) these compresses rapidly arrest suppuration and promote 
cieatrization even in cases rebellious to all other treatment. More- 
over, this dressing gives excellent results in wounds which heal 
rapidly without suppuration, by causing the resulting scar to be 
almost inappreciable. In abscesses the results are equally satis- 
factory. Compresses may be applied as moist dressings, either re- 
newed every day, or by moistening in situ twice or thrice daily, 
or again by placing between the compress and the outer cover- 
ing a compress covered with boric vaseline to prevent evapora- 
tion; in this last case, the dressing may be left in place for two 
days. The principal advantages of this dressing are its absolute 
innocuousness and its analgesic and antiseptic action, which 
render it invaluable in practice with children. 


It is claimed by Dr. N. F. Massell, chief surgeon of Frederick 
Douglass Hospital, Philadelphia (American Medicine, September 
14), that every case of phlebitis following abdominal section is of 
septie origin. Even tho the incision in the abdominal wall heal 
by primary union, the inflammatory process in the venous trunks 
is of septic cause. 


Thirty-four cases of hydatid disease of the female breast have 
been reported. The last is by Dr. Robert G. LeConte. It occurred 
in a mulatto woman of 27. Perfect recovery followed operation. 
It is believed that the condition is found only in women from the 
age of puberty to the climacteric. It is characterized by the ap- 
pearance of a small, hard, painless tumor situated in any portion 
of the glandular tissue of the breast, freely movable with the 
surrounding breast tissue, either growing slowly or with a more 
or less period of inaction. The firmness of the tumor continues 
untii it attains considerable size, and even then the characteristics 
of a cyst are seldom present. For the most part the growth is 
smooth and of round or oval shape. Enlargement of the axillary 
glands, severe pain, irregular outline and adhesion of the skin 
are characteristic of inflammation outside of the sac, or degenera- 
tive changes in the sae wall, leading ultimately to the death of 
the organism and a spontaneous cure, either thru ulceration or 
encapsulation. Pain is also associated with rapid growth. It is 
believed that the organism gains access to the body thru the di- 
gestive tract. 


New York Medical Journal tells of a truly remarkable opera- 
tion by Nicholadoni: transplantation of a toe. The second toe of 
the right foot was used to replace a thunb, lost by an accident, 
cut in a trapeziform manner. The extensor tendon of the sec- 
ond toe was united with the stump of the extensor longus pollicis. 
By silver sutures the phalangeal stump of the thumb and the 
first phalanx of the toe were united. The flexor tendons of the 
foot were united to each of those of the thumb. The result was 
good. Sensation and motion were slowly returning at the time 
of the revort. 


A queer case of gangrene accompanying purpura is recorded 
in American Medicine (September 14) by Dr. Hugh A. Johnston. 
The patient was a married woman, aged 30, dark, robust and of 
a good family history. There was no previous history of ill- 
health, but she had a miscarriage a short time before. The onset 
was very sudden (came on while sewing), the main hemorrhage 
being into the subcutaneous tissue of the nose and adjoining 
cheeks, limited by the eyes above and the mouth below. When 
seen three days later there had been slight absorption from the 
cheeks, which were dark red, while the nose was an intense 
black (dry gangrene), with an offensive discharge from the nos- 
trils. There were also maculae of a bright red color and non- 
removable by pressure. These were of various sizes and were 
found on the arms, legs and body. There had been and was 


some hemorrhage from the vagina. The cervix was dark in color 
with offensive discharge from os. Temperature was 101, pulse 
130, full and bounding. The mind was clear, eyes bright and 
jaundiced, tongue dry and furred, mouth, uvula and throat were 
congested. The patient breathed with difficulty thru the mouth 
and there was much rattling due to an accumulation of mucus. 
There was also a slight pain in the hips and knees, but no red- 
ness or swelling, The main symptom the patient complained of 
was an oppressive fulness in the epigastrium. There was no blood 
in the urine or feces. The patient died two days later, the cause 
being attributed to involvement of the lungs. What could have 
been done to save life is problematical. 


In bilocular stomach (the stomae a clepsidra—estomac en 
bissac of continental writers) the stomach is divided into two sacs 
—like an old-fashioned hour glass. Of the 154 cases on record 
43 were congenital and 111 acquired, so that the latter form is 
much more frequent. No efficient methods of diagnosis (except 
exploratory incision) have as yet been formulated for bilocular 
stomach, and inflation is not at all a conclusive method of test- 
ing for the presence of this condition. The surgical treatment is 
the only one that can give good results, and the statistics so far 
are very favorable to a good prognosis. Of 24 patients operated 
on, 22 recovered and two died. The best method is, without 
doubt, gastroenterostomy by use of two Murphy buttons. 


Apropos to the report of Dalton, which appears in this num- 
ber of the Journal, is an article by Schlatter (he who first re- 
moved the human stomach) in which he quotes Frey as having 
collected 33 cases of stab wounds of the diaphragm, all fatal but 
four, generally from incarceration of the protruding intestine. 
Schmidt, on the other hand, he says collected 43 cases in which 
operation resulted in the recovery of all but six. When death oc- 
curred it was always in the first few hours. These figures in- 
dicate the necessity of operative treatment and the danger of 
delay. They justify Postempski’s recommendation of investi- 
gating the wound in the diaphragm with the disinfected fore- 
finger, enlarging the external wound for the purpose if neces- 
sary. Schlatter reports (Journal of American Medical Association) 
two cases of stab wound in the lower portion of the thorax, with 
evidences of hemorrhage into the pleural cavity. The symptoms 
of markt anemia—scarcely to be attributed to a hemorrhage from 
the lungs on account of the limited area of dulness—and the vom- 
iting, suggested injury of the diaphragm. The dyspnea and re- 
sults of percussion and auscultation were not pathognomonic. In 
one of his cases a rib had been cut by the blow and he surmised 
deep injury. He therefore resected the ninth rib and enlarged 
the wound found in the diaphragm from 3 to 8 cm. Blood poured 
out from the abdomen. The forefinger introduced thru the dis- 
phragm revealed an incision 2.5 cm. deep in the edge of the liver 
and another, shallower, lower down. The bleeding was checkt 
by compression, when it was found that the kidney had also been 
incised to a depth of 8 cm. and more. The wounds in liver and 
kidney were disinfected with small gauze sponges, and the in- 
cision in the kidney was sutured with five stitches taken deep in 
the parenchyma. The larger incision in the liver was sutured 
with four stitches thru the parenchyma and capsule, and the 
smaller with a single stitch. The bleeding was immediately ar- 
rested. The abdominal cavity was then cleansed of the acecu- 
mulated blood with gauze and the wounds in the diaphragm and 
pleura sutured with silk. The wound in the skin was then sutured 
without drainage and the patient rapidly recovered, with no 
symptoms of any reaction on the part of the peritoneum or pleura. 
He left the hospital in thirty days and continued his mountain 
climbing without the slightest inconvenience. This patient was a 
printer, 24 years old. The second patient was 17 and the stab 
wound was in the seventh interspace, and extended into the 
pieural cavity. The eighth rib was resected and an incision 3 em. 
in length discovered in the diaphragm. <A sound introduced failed 
to demonstrate any opening in the peritoneum. A vessel in the 
wound in the diaphragm was bleeding profusely. This was ligated 
and the wound in the diaphragm closed by four silk stitches. 
After removal of the blood clots from the pleural cavity the 
wound was sutured, leaving a gauze drain. The cyanosis and 
dyspnea seemed somewhat intensified by the operation, but soon 
subsided. Slight elevation of temperature was observed the third 
day, but otherwise recovery was uneventful and rapid. The pa- 
tient was dismisst in thirty-three days completely recovered. 
Schlatter observes that the immigration of Italian laborers may 
increase the frequency of such wounds, as almost all of the 89 
eases of stab wounds of the diaphragm on record were inflicted 
by Italians. In a case he publisht a few years ago a portion of 
the omentum, the size of a fist, protruded from the wound in the 
pleura. He was able to reduce the hernia and suture the dia- 
phragm with six silk stitches and the patient recovered. 
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Surgical treatment of cancer of the stomach, according to Dr. 
Chas. G. Cumston, Professor of Abdominal Surgery in Tufts’ 
College Medical School, is indicated not only when stenosis is 
present, but also for a radical cure of the carcinoma itself. He 
claims that, if under the actual conditions, which are bad, re- 
section has only radically cured a few patients, it has at least 
given, in more than 33 per cent of the patients operated upon, a 
new lease of life, without suffering, from one to eight years. Un- 
der the same conditions the operative mortality has been reduced 
to even 10 per cent, In every case where carcinoma of the 
stomach is suspected, an immediate exploratory operation should 
be advised, and every neoplasm that can be removed from the 
stomach should be excised. The surgeon should not wait for a 
clinically confirmed diagnosis of cancer of the stomach, because 
an exploratory abdominal section is justified in every case where 
the patient is afflicted with gastric troubles, when (1) analysis 
of the gastric juice shows an absence of pepsin and the presence 
of lactic acid, and (2) when medical treatment carefully conducted 
is incapable of increasing the body weight and retaining it there. 
The contraindications of resection of the growth are to be drawn 
from the general condition of the patient, as well as by the pres- 
ence of visceral metastases demonstrated by palpation or by ex- 
ploratory incision, as well as from the immobility and adhesions 
of the tumor and the propagation of the neoplasm beyond the 
movable portions of the duodenum or the esophagus. The age of 
the patient, the presence of some enlarged glands, the size, the 
anatomic position and the extent of the neoplasm in the‘walls of 
the stomach in no way contraindicate resection. 


American Medicine quotes Waulbaum as advocating spirits 
of camphor (not in the shape of a salve, as preferred by Schulze), 
for the cure of ulcer of the leg. After the ulcer has been 
thoroly cleansed, strips of gauze soakt in spirits of camphor are 
laid on and covered with dry gauze and oiled silk, care being 
taken not to allow the spirits of camphor to reach the healthy 
skin. Three weeks of this treatment usually results in complete 
healing of the most obstinate ulcers. The bandages are re- 
newed every other day. 


Following the quite numerous successful operations of Ameri- 
ean surgeons for gastric carcinoma comes another German report 
—from the great Bardeleben: a complete gastrectomy with favor- 
able result. The patient, a woman aged fifty-two years, had for 
a year before the operation been suffering from the usual symp- 
tom-complex of gastric carcinoma, and on exploratory incision it 
was found that the cardia, entire anterior wall and the pylorus, 
as well as a portion of the omentum, were involved. The entire 
stomach and some of the omentum were resected, the duodenum 
was closed and a lateral anastomosis made with a Murphy but- 
ton between the esophagus and jejunum. The patient made an 
uninterrupted recovery, taking small amounts of fluid by mouth 
on the evening of the operation, while all rectal feeding was dis- 
continued on the third day. Since then (a period of six months) 
she has had no pain, feels perfectly well, has normal movements 
and has gained seventeen pounds in weight. 


For whitlows, Schuster (New York Medical Journal) advises 
that after the felon has been incised a wisp of aseptic gauze sat- 
urated in the following solution be introduced into the wound 
in contact with the bone, and over it to apply a compress of a 
solution of alum acetate: 


Tincture of rhatany ......... 5 
Potassium iodide ......... 


M. For external use only. Schuster asserts that under the 
influence of such treatment he has obtained almost instantaneous 
cessation of the suppuration, and cicatrization of the wound in 
a very few days, even in those cases that had resisted the use of 
iodoform gauze. 


Richardson, of Boston, maintains that all gall-stones should be 
removed at the earliest favorable moment after the diagnosis has 
been made unless there are strong contraindications in other vis- 
cera or in the patient’s general condition. By the earliest favor- 
able moment he means that particular time when there is no in- 
fection of the gall-bladder to contaminate the field, no impaction 
in the common duct to increase the difficulties and dangers of 
dissection, and no jaundice to induce hemorrhage or to impair the 
patient’s power of recovery. In most cases this favorable mo- 
ment follows recovery from the disturbances of a transitory 
biliary colic unattended by jaundice; in others it follows the dis- 
appearance of jaundice after passage of the stone; in others, the 
subsidence of fever and other signs of an inflammatory biliary 


affection. The arguments in favor of early operative treatment 
are: (1) the operation is, as a rule, easy and safe, and all stones 
are quickly removed; (2) the remote dangers of gall-stones (serious 
disabilities, grave emergencies and mangnant disease) are either 
avoided or lessened; (8) if the diagnosis of gall-stones proves to 
be wrong, other lesions may be discovered and remedied; and (4) 
late Operations upon gall-stones are, as a rule, ditticult and dan- 
gerous. The arguments against the proposition are: (1) there is 
some danger in the operation, tho it is but slight; (2) the diag- 
nosis may be wrong, and the exploration unnecessary; (3) there 1s 
the possibility of hernia in the scar; (4) the gall-stones may re- 
cur; (5) spontaneous cure may result; (6) there is also the possi- 
bility that after offending enough to prove the diagnosis, gall- 
stones may give no further trouble; (7) the last and decisive at- 
tack of biliary colic may have been caused by the last remaining 
gall-stone passing out of the gall-bladder, 


At the Winnipeg meeting of the Canadian Medical Association 
last month, Dr. H. A. Bruce described a hairy tumor of the 
stomach, which weighed 23 ounces, removed by operation, with 
recovery. The patient was a woman aged 26 years, who had 
been married six years and had two children. A lump was no- 
ticed in the abdomen two months previous to the birth of the 
last child. Patient had no other symptoms. The lump was about 
five inches in width and could be lifted forwards. It reacht to 
within three inches below the umbilicus. It gave the patient no 
special discomfort, there being absolutely no symptoms present. 
Dr. Bruce advised exploratory incision. This was done on July 
22 last at St. John’s Hospital, Toronto. On opening the abdomen 
in the middle line the spleen and kidneys were found in a nor- 
mal condition, but there was a large mass in the neighborhood of 
the stomach. The surgeon could make out the mass lying free 
in the stomach, a portion extending thru the pyloric end of the 
stomach. An incision was made into the stomach and the tumor 
removed. After removing the mass of hair, the opening of the 
stomach was closed in the usual way. Hot salt solution was given 
in two hours and nutrient enemata in six hours. Twenty-three 
hours after the operation sips of hot water were given by the 
mouth, Forty-eight hours after operation patient was given one- 
half ounce of milk and lime water every hour. She left the hos- 
pital on the twentieth day. The tumor was entirely of hair ex- 
actly the same color thruout, and the same color as the hair on 
her head. It was about 24 inches in length, being about two 
inches in diameter at one end and gradually tapering down to a 
point at the other. Dr. Bruce offered no solution as to how the 
hair got into the stomach. There were no evidences. of hysteria 
present in the patient. 


Sir James Sawyer’s formula for pile ointment is thus given by 
New York Medical Journal: Take the whole plant of the celandine 
(Ranunculus ficaria), gathered when it is blooming in the spring, 
cut it into small segments and keep it immerst in melted bog’s 
lard, at a temperature of about 100 F., in the proportion of one 
part by weight of the plant to three parts of lard, for twenty-four 
hours. Then squeeze, strain and allow it to cool and solidify. 
This use of the plant has long been recognized, as one of its old 
English names is pilewort. 


Most cases of tuberculous peritonitis may be cured by early 
operation; but unfortunately most patients will not consent to 
this treatment. For such cases the advice of Dr. I. Burney Yeo 
may be followed. He claims excellent results from the internal 
administration of iodoform gr. 4 and creosote m. % and the ap- 
plication to the surface of the abdomen of an ointment as follows: 
Ung. iodoformi (10 per cent), olei morrhuae aa 32. M. Sig.: Ap- 
ply locally to the abdomen twice daily. He states that the best 
results are to be obtained in the early stages and in those where 
there is more or less ascitic fluid. In the advanced chronic cases 
with induration of the various intestinal coats, adhesion of the 
coils of the bowel to each other, large caseous mesenteric glands, 
neither surgical nor medical treatment offer much. It is doubt- 
ful, if he is correct in his belief, that if iodoform is rubbed into 
the skin of the abdomen in a young person, it rapidly enters the 
circulation and is eliminated and detected in the secretions, in- 
cluding the secretions of the serous cavities, and therefore reaches 
the location and seat of the tubercular deposit. 


Two successful operations for wound of the thoracie duct are 
reported by Dr. Dudley P. Allen, Professor of Surgery in the 
Medical Department of Western Reserve University, Cleveland, 
in American Medicine of September 14. The most interesting was 
the following: W. D., male, age 16, operated October 27, 1898, for 
tuberculous glands of the neck of six months’ rapid growth. By 
an error, and contrary to orders, the patient had received his 
breakfast, and the operation was about an hour and a half after- 
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ward. An incision was made in the left side of the neck from be- 
low the mastoid, parallel to the anterior border of the sterno- 
cleidomastoid muscle, down to its insertion in the clavicle. <A 
chain of enlarged glands was removed, some of them already 
cheesy in character. As the dissection approacht the lower ex- 
tremity of the incision it was remarkt that one must consider the 
possibility of wounding the thoracic duct, but that they were so 
far above it as to be within the line of safety. As nearly as 
could be estimated, the dissection at this time was between 4 
and 5 cm. above the sternoclavicular articulation. While speak- 
ing of the matter there was a sudden spurt of grayish-white ma- 
terial, which streamed up into the wound to a distance of be- 
tween 5 and 7 cm. The force and character of the stream was 
quite similar to that of blood projected from a wound in a large 
vein. <A sterile sponge was instantly placed over the opening 
and the dissection completed, all glands so far as they could be 
found being removed. A very fine needle was then threaded with 
the finest size of catgut and the opening thru which the chyle 
escaped was closed. The wound was about 3 mm. long. This 
suturing was sufficient to completely control the escape of fluid. 
The upper part of the wound in the neck was then closed by a 
subcutaneous suture of silkworm gut. A small amount of iodo- 
form gauze was packt over the point at which the fluid had 
escaped. The gauze was removed upon the third day, the wound 
being perfectly dry. It healed at once without suppuration. The 
patient was discharged from the hospital on November 11. No 
fluid escaped from the wound at any time after the operation. A 
resume of 17 other cases recorded in literature is given at con- 
clusion of the report. 


Tumors of the orbit should always be removed as soon as 
discovered, on account of the profound disturbances produced by 
their growth. The best operative procedure (and especially for 
tumors of the optic nerve) is that of Kroenlein. The surgeon 
should always operate with the intention of preserving the eye- 
ball; if he meets unsurmountable operative difficulties, it will then 
be justifiable to practice enucleation. In all cases in which the 
incomplete operation is possible it is preferable to enucleation; 
the eyeball preserving some movement, permits the more easy 
and satisfactory adjustmnt of one artificial eye if atrophy ensues. 


Dr. Howard Lilienthal, in an interesting article on intestinal 
obstruction, claims that many cases are due to a previous ab- 
dominal section, tho true ileus is often due to appendicitis. He 
cautions (Journal of American Medical Association) against mis- 
taking the expulsion of air introduced by enema for the expul- 
sion of flatus and suggests that the physician himself conduct 
the administration of the enema for this reason. Sudden ab- 
dominal cramp-like pain, with vomiting, but no fever, should be 
treated by enema and in the adult by a very small dose of mor- 
phine. If permanent relief does not follow, the case is a sus- 
picious one, and operation is indicated. The medical treatment 
of intestinal obstruction is safe no longer than until the diagnosis 
is made. After that, the earlier the operation the better the 
chances. Some interesting recoveries, however, have been report- 
ed with the use of atropine, which may have its utility as an 
antispasmodic, and a tonic in paralytic obstruction. The sugges- 
tion of Vidal of the serum treatment is mentioned, but Lilienthal 
thinks that its utility must be limited to cases where operation 
has been already performed, and the symptoms have not subsided. 
This treatment should never supersede surgery. He advises 
washing out the stomach before the operation, and in desperate 
cases abstinence from general anesthesia. The incision should be 
small at first, and enlarged if necessary. If strangulation exists, 
it must be relieved before the patient leaves the table, and the 
possibility of more than one obstruction should be kept in mind. 
Enterostomy or colostomy should be performed when a prolonged 
operation would entail the gravest danger of death. In making 
an artificial anus, one must be sure that the opening is above the 
occlusion. Gangrenous intestines must be at once resected. When 
there is great distension of the small intestines, a number of 
small incisions opposite the mesentery should be made for evac- 
uation of the air in the gut before searching for the obstruction. 
The author has practist this for years, and feels justified in con- 
tinuing it. There is rarely, if ever, any advantage in the ad- 
ministration of a cathartic after the strangulation has been re- 
lieved. Surgery, and surgery alone, he believes, can logically fur- 
nish relief in acute intestinal obstruction. 


Vean has been able to collect fifteen cases of suture of vessels 
reported in various publications, including a recent one of Ricard’s 
of suture of a longitudinal wound in the axillary artery. From a 
careful study he concludes: (1) In surgical wounds of arteries one 


should suture, by all means; (2) in traumatic wounds it is best 
to perform lateral suture if the wound involves less than two- 


thirds the circumference of the vessel; if more, do a circular 
suture by invagination; (3) in arterio-venous aneurisms one should 
suture the orifices in both the arterial and venous walls; there will 
prebably be much difficulty in doing-the latter; (4) Tsabanejeq 
performed arteriotomy in order to remove an embolus; (5) Kum- 
mel sutured an artery after removal of a portion of the arterial 
wall, which had been invaded by cancer. 


Enteroptosis (splanchtoptosis) is now treated by operation 
successfully—four cases being reported by Lambotte (Philadelphia 
Medical Journal, September 7). He first’ performed this opera- 
tion in October, 1895. It is rarely done because the diagnosis of 
enteroptosis is not easily made, and there may be ptosis of sev- 
eral of the other abdominal viscera besides. All other operations 
devised for this have been unsuccessful, except gastroenter- 
ostomy, gastroplication and gastropexy, all three in the rather rare 
gastric form of enteroptosis. In most cases the splenic and 
hepatic flexures, one or both, are detacht, and the meso-colon is 
elongated. Some venous stasis may be noticed in the most de- 
pendent part of the mesentery. Lambotte’s cases were a boy of 
10 and three women aged 33, 41 and 38 years. Glenard’s great 
sign (the narrow colon felt as a cord upon the descending aorta) 
he finds to be no means constant. Constipation occurred, with 
attacks of intestinal colic, beside the general symptoms of entero- 
ptosis. For operation, the patient should lie upon her back, 
never in the Trendelenburg position until after the abdomen has 
been opened and the position of the intestines noted. A median 
incision is made and the intestines found. The colon is then at- 
tacht by suture, at both splenic and hepatic flexures, to the ab- 
dominal wall, and the abdomen is closed. The patient is kept on 
her back for two weeks, the sutures being removed about the 
eighth or tenth day.. His four operations were performed from 
two to four years ago, and all are as yet perfectly well. 


In the management of contusion of the kidney, Delebet (Jour- 
nal of the American Medical Association) concludes, from per- 
sonal experience as well as experimentation, that immediate inter- 
vention is indicated even on suspicion of intraperitoneal hemor- 
rhage. Hematuria alone does not justify it. Secondary opera- 
tion is indicated only in case of symptoms and gradually increas- 
ing subperitoneal hemorrhage, anuria or persisting hematuria. 
Intervention, however, is formally indicated in case of secondary 
hematuria. The operation should be as conservative as possible, 
unless the kidney has been torn from its pedicle, or is crusht ecom- 
pletely, or has the “dead leaf” color; any of these conditions de- 
mand nephrectomy. Otherwise the kidney should be merely ex- 
posed, tamponed and the wound left open. In one personal case 
described a young man had fallen from a second story. The kid- 
neys showed no signs of injury at first, but suddenly hematuria 
and a swelling in the region developt, apparently cured by ne- 
phrectomy and suture. Five months later, however, the symp- 
toms recurred, and notwithstanding attempted nephrectomy, 
death occurred in a few hours. 


It is a peculiar thing that the columnar-celled carcinoma of 
the colon may progress to complete stenosis of the gut without 
there being lymphatic involvement or metastases and practically 
no symptoms. The diagnosis is therefore of vast importance 
since if the growth be removed early, cure may follow. The fol- 
lowing symptoms should direct attention to a carcinomatous 
stricture in the early stage: Abdominal uneasiness and distension, 
often classt as indigestion, but not referable to the stomach and 
not benefited by medical treatment; attacks of pain or spasm re- 
ferred to the colon, frequently occurring daily without reference 
to the time of eating; almost always liquid stools; progressive 
loss of weight; and constant desire to defecate. When seen early 
the only treatment of course is complete extirpation, removing a 
wide margin of healthy bowel. When symptoms of acute ob- 
struction are present the operation should be done in two stages, 
the first stage consisting of a preliminary colotomy, and the sec- 
ond stage, in from ten days to a fortnight later, when the patient 
has recovered from the deleterious effects of the obstruction, con- 
sisting of the wide extirpation already mentioned. 


In New York Medical Journal of August 24, Dr. Gustav 
Fuetterer, Professor of Internal Medicine in the Chicago Poli- 
clinic, reports a case of actinomycosis hominis, and gives points 
in the differential macroscopic diagnosis between actinomycotic 
and tuberculous peribronchitis. The actinomycotic peribronchitis 
appears in fresh infections on cross-sections of small bronchi, in 
the form of sharply defined sulphur-yellow rings, with clear round 
outlines against the unchanged parenchyma of the lung. The lung 
substance is involved late, if at all. In tuberculous peribronchitis 
the color of the areas is very variable, and until there is caseation 
they are gray or reddish-gray; they project above the surround- 
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ing lung tissue; they have an uneven surface and irregular out- 
lines; they tend to spread peripherally instead of centrally, and 
an early infection of. the surrounding lung tissues is the rule. The 
tuberculous infection usually affects the apices first, but actino- 
mycosis prefers the lower portion of the lungs. 


It is now claimed that in plastic work on the urethra or in 
operation for trauma it is best to suture the mucous membrane 
only. The wound in the soft parts is to be merely extensively 
drained thru the gaping lips. This technic is indicated in all 
‘ases in which the urine is septic or there is suppuration of the 
meatus of perineum at any point. The permanent sound should 
be changed on the third day and removed on the fifth to eighth 
day at latest, and pregressive dilatation commenced, especially in 
stricture cases, 


Laceration of the blood-vessels in fracture of the clavicle 
is a very serious complication, as shown by Gallois (Journal of 
American Medical Association), for only two patients recovered 
in the eleven cases collected. The successes recently obtained in 
operation on the vessels of the neck justify the assumption that 
improved technic will reduce the mortality of these injuries of 
the vessels from fragments of the fractured clavicle. Free in- 
cision must be made and the entire clavicle resected if neces- 
sary. Wounds of the veins seem generally less serious than those 
of arteries, Gallois’ experiments on the cadaver and clinical ex- 
perience have shown that the subclavian vein is always injured 
at the point back of the inner third of the clavicle, and the in- 
ternal jugular several centimeters above the sterno-clavicular 
articulation. Compression or ligature has great possibility of suc- 
cess under these circumstances. There is no danger connected 
with the interruption of the circulation of the large veins at the 
base of the neck. A diffuse aneurismal hematoma from the sub- 
clavian is more serious. All the patients have died, irrespective 
of the method of treatment adopted. In a personal case reported 
by Gallois the indirect fracture of the right clavicle was followed 
by an arterio-venous aneurism. An injection of gelatinized serum 
was made, but the results were deplorable. Suppuration at the 
point of injection followed, with consequent inflammation of the 
aneurismal sac, requiring operation to forestall pyemia from per- 
foration of an abscess into the large vessels. The wall of the sac 
had become weakened by the suppuration and ruptured. Gelatin 
treatment, he thinks, should be reserved for internal aneurisms 
in which surgical interference is impossible. It should be abso- 
lutely rejected in all cases amenable to operation. In the case of 
the aneurism mentioned above, the inner fragment of the clav- 
icle was removed and the incision carried along the entire mar- 
gin of the sterno-cleido-mastoid muscle. 


Dr. A. L. Benedict, of Buffalo, would like to know of any 
cause of intestinal obstruction not embraced in this table: 
1. CAUSES INSIDE THE BOWEL. 
Fecal accumulation. 
A. Complete obstruction. 
B. Bowel pervious to liquids. 
Gall stones. 
Enteroliths. 
Foreign bodies. 
A. From food. 
B. Hair balls. 
C. Parasites. 
D. Foreign bodies proper. 
2. CAUSES OUTSIDE THE BOWEL. 
Peritoneal bands. 
Aperture in omentum, mesentery, ete. 
Entanglement with long appendix, diverticulum, 
vitelline duct, ete. 
Strangulated hernia, external or internal. 
Pressure of tumors. 
Rotary dilatation following pressure of uterus, pelvie lymph- 
nodes, vaginal tumors, etc., on rectum. 
8. CAUSES AFFECTING BOWEL ITSELF. 
Volvulus. 
Stricture, cancerous, syphilitic, tubercular, or following ty- 
phoid, traumatic and other ulcers. 
Contractures due to matting together of intestinal coils. 
Intussusception. 
Nervous contraction. 
A. Tonic. 
B. Spasmodic (X. O. Werder.) 
Tumors of bowel, including polypus and hemorrhoids of rec- 
tum. 


persistent 


Oppenheimer (Philadelphia Medical Journal, September 14), 
mentions the rarity of injury of the uvula. The structure and 


mobility of the uvula render it exempt from traumatism, which 
may affect the environing tissues. The causes of trauma are for- 
eign bodies, which crush the uvula against pharyngeal wall, mi- 
nute bodies, such as a bristle,which pierce the mucous membrane, 
caustic materials, operative procedures on the tonsils and neigh- 
boring structures, and indirect traumatic influences such as that 
which results from the excessive or ill-advised efforts at vocal 
exercise. Edema is not, as a rule, well markt, and septic infec- 
tion rarely follows. The symptoms are pharyngeal discom<cort, 
constant desire to swallow, painful deglutition and changes in the 
voice. Dyspnea only occurs when the tissues are enormously 
swollen. Cough is not commonly present. 


The subject of the surgical treatment of tuberculosis of the 
kidney is discusst by Mr. Beverley MacMonagle, of San Francis- 
co, in American Gynecological and Obstetrical Journal, July, 1901. 
His conclusions are: All cases with vesical symptoms should be 
put thru an exhaustive examination to exclude tuberculosis in 
the beginning of their symptoms; this examination should em- 
,brace staining and animal inoculation with urine taken from each 
kidney; in all cases of primary tuberculosis—the other kidney be- 
ing healthy—nephroureterectomy is indicated and will give good 
results; in advanced cases, involving one kidney .and_ ureter, 
nephroureterectomy is indicated and preferable to nephrotomy; 
and in cases where’ but one kidney is involved, early nephroure- 
terectomy promises good results in a high percentage of cases. 


The injection treatment of hemorrhoids is again advocated by 
Dr. Donald Kennedy (Denver Medical Times, May, 1901), who 
says that when operation is contraindicated or refused, the fol- 
lowing plan may be carried out: 

Fl. ext. ergot, sol. carbolic acid, 95 per cent................ aa 4 

After the bowels have been emptied and the rectum rendered 
as nearly aseptic as possible, introduce a suppository consisting 
of two grains of cocaine and one-half grain of morphine. When 
the parts have become anesthetized the patient is told to strain 
downward, thus forcing the tumors out. <A few drops of the 
solution are then injected into each tumor, after which they are 
pusht back into the rectum. In about four days a slough forms, 
which, when thrown off, leaves a healthy surface which readily 
heals. The patient should be kept in bed for 24 hours, but after 
that may get up and attend to his usual occupation. 


The subject of the surgical treatment of tubercular disease is 
thus summarized by Catlers (Philadelphia Medical Journal, Sep- 
tember 14, 1901): Tubercle is not like cancer or other malignant 
diseases. It is spontaneously curable, and this fact must be re- 
membered. It must be admitted, however, that such cures are 
usually very slow, often taking months or years, and the cure is 
not always permanent, nor is the patient exempt from risk during 
the time the cure is being accomplisht. On this account the 
disease may become disseminated from its original locality to 
other parts of the body. Conservative treatment does not al- 
ways lead to satisfactory results locally, deformity and func- 
tional disability to a greater or less extent being frequently pres- 
ent. Total extirpation of the tubercular focus is the ideal treat- 
ment, and for some lesions no other procedure need be considered, 
for instance, in dealing with external lymphatic glands, as in 
the neck, should there be any hesitancy in the process of cure by 
general means. Ordinary operative risks such as arise from the 
danger of hemorrhage or sepsis, may be practically omitted, as 
they are extremely small. Care must be taken that the tubercu- 
lar material is not set free by the manipulations during the oper- 
ation. Finally, we must remember that post-operative disabili- 
ties are to be considered. As to conservative treatment, the ab- 
sorption or encapsulation of tubercular foci can be effected by 
bringing antiseptics into such relation with the diseased material 
as shall hinder its progress and growth, and development of firm 
fibro-cicatricial tissue about it, and by modifying the fluids which 
soak the tissues affected, so that the bacilli do not find suitable 
pabulum in it, or even find therein substances inimical to their 
development. The author mentions the various methods em- 
ployed with these ends in view. They include the injection of 
antiseptics, generally iodoform and the sclerogenic treatment, i. e., 
the injection into, and around the tissues, of 10 per cent solu- 
tion of cloride of zine. The method of treatment by producing 
passive congestion is based on the fact that the bacillus tuber- 
culosis does not thrive in parts that are soakt with the blood 
serum, exuded from the vessels. The plan of inducing conges- 
tion by means of an Esmarch’s bandage is chiefly applicable to 
bone and joint trouble. The intravenous injection of cinnamic 
“acid and its salts, as well as the employment of tuberculin is 
mentioned. In the course of the article the treatment of chronic 
abscess, tubercular disease of bone, tuberculosis of the testis, the 
kidney, and the bladder, are discusst. ; 
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Dr. W. N. Wishard, of Indianapolis, contributes an interesting 
article to New York Medical Journal of August 17, on “The Pres- 
ent Status of Surgery of the Prostate.” He says that operative 
procedures are of value in proportion to the earliness of the time 
when undertaken: of great service early—when long deferred, se- 
rious resultant bladder, urethral, and renal diseases make the 
outcome increasingly dangerous. When the catheter fails to 
give adequate relief, death is reasonably certain to occur before 
long, especially when the urethra has greatly increast in length 
by the elongation of its prostatic end, unless a suprapubic open- 
ing for either prolonged drainage or for the removal of the ob- 
struction is made. If the symptoms are not of a severe type and 
are not amenable to the catheter, and if the length of the urethra 
from the meatus to the point where the urine is obtained does 
not exceed 9 inches, a perineal opening will generally afford op- 
portunity for stretching the entire length of the prostatic urethra, 
for dividing the small collar-shaped growths around the bladder 
end of the canal and for removing the small projections by the 
finger, forceps or cautery. From 25 per cent to 33 per cent of 
the operative cases are suitable for perineal opening. If the 
suprapubic operation has been thoroly done and the obstruction 
all removed, the patients afterward are assured of more perfect 
bladder function than by any other method. In view of the 
serious dangers involved, he declares that many patients should 
be subjected to‘nothing more than the formation of a suprapubic 
channel. 


The passage of a loop around the hyoid bone is advocated by 
Dr. Christian Fenger, of Chicago, Professor of Surgery in Rush 
Medical College (Annals of Surgery, June, 1901), as an aid in 
narcosis during certain operations of the jaw and mouth. After 
having lost a patient from asphyxia due to sinking back of the 
tongue during sleep, following an extirpation of one-half the 
lower jaw, he always leaves a loop of silk or silver wire attacht to 
the anterior portion of the divided jaw, so that the nurse or pa- 
tient may pull on it if dyspnea arise. This precaution is suffi- 
cient only when the muscles extending from the hyoid bone to the 
maxilla are intact on one side. As the results of experiments on 
the cadaver he found that traction on the hyoid bone is far more 
effective than any other method for keeping the upper air pas- 
sages open. When all the muscles running from the jaw to the 
tongue and hyoid bone are removed. Fenger recommends passing 
a loop of silk around the body of the hyoid bone thru a small 
longitudinal incision. The ends of the loop are left long enough 
to permit of manipulation by the operator or anesthetizer during 
the operation. At the close of the operation the loops left in 
place are attacht to a plaster-of-Paris cast loosely covering the 
field of operation, with traction on the hyoid bone sufficient to 
prevent any sinking back of the larynx and epiglottis. The loop 
is allowed to remain for three or four days, until the patient is 
able to breathe freely with the head in any position. 


An unusually interesting ‘case of traumatic hysteria is report- 
ed by Dr. Frank R. Fry, Professor of Diseases of the Nervous 
System in Washington University, St. Louis (Philadelphia Med- 
ical Journal, August 31, 1901). <A girl aged 16 years, fell and 
struck her forehead. For two hours after the blow she was un- 
conscious and was in a dazed condition for a long period. Con- 
vulsions, a constant headache, and an increasing physical and 
mental lassitude began to appear about three months after the 
accident. The convulsions came suddenly in groups about every 
four weeks and lasted for hours, showing a well-developt hysteric 
seizure of the grand type. The convulsions were becoming more 
frequent and prolonged, the headaches more severe, and the dis- 
inclination or incapacity for mental and physical occupation and 
activity was increasing, so operative treatment was deemed ad- 
visable, altho there was no scar or sign of injury to the skin. 
The region of trauma was hyperesthetic and at one time pressure 
upon it caused a convulsion. This condition continued four 
years, when an operation was consented to. The trauma was 
on the line of the coronal suture and three inches from the sa- 
gittal on the left side. With this point as a center an osteoplastic 
flap 2% inches in each diameter was lifted. The arachnoid show- 
ed inflammatory thickening and the dura was found attacht to the 
pia-arachnoid in all directions for a considerable distance about 
the site of the opening. These adhesions were carefully broken 
up. Her appearance since has been that of perfect health, no 
pain, no sign of convulsion, spirits the best; and yet some neu- 
rologists maintain that a surgeon is never needed in such cases! 


Two cases of absolute cure of obstinate trifacial neuralgia are 
reported to Annals of Surgery (June, 1901), by Dr. Willard Bart- 
lett, Lecturer on Surgery in Washington University, St. Louis. 
The operation practist was removal of the Gasserian ganglion by a 


as the proper treatment of inveterate cases since the peripheral 
procedures for tic douloureux have proven of very doubtful bene- 
fit; and section of the sensory root, as proposed by Horsley, is 
scarcely less dangerous than ganglionectomy and the posterior 
root regenerates from the ganglion, so ultimately we have but 
one course left to pursue, removal of the ganglion. The indi- 
cations for this operation are the involvement of more than one 
branch of the fifth nerve, the presence of pain in an area which 
receives its nerve near the latter’s point of exit from the skull, 
paroxysms which are not the expression of constitutional or cere- 
bral disease, and the failure of all other therapeutic measures. 
Bartlett’s cases were operated upon by Cushing’s inferior tem- 
poral method. The first patient was 60 years old, and had suf- 
fered for 17 years. All the teeth on the affected side had been 
extracted and the intraorbital nerve removed. For four weeks 
after operation there was complete paralysis of the muscles iner- 
vated by the third, fourth and sixth nerves. This disappeared 
in the course of three weeks and a small ulcer of the cornea ap- 
peared, which finally healed. The second case was a woman 
aged 50, who for many years had been a victim of toothache on 
the right side. All the branches of the nerve were affected. Mo- 
tor derangement of the eye was identical with that observed in 
the first patient, but the cornea remained intact. Bartlett quotes 
Tiffany’s saying that “recurrence after a known removal has not 
been reported; but unfortunately it is not always obtainable.” Of 
95 intra-cranial attacks on the trigeminus, according to Marchant 
and Herbert, in but 15 was the ganglion completely excised. Of 
100 recent extirpations, according to Carson of St. Louis, but 11 
resulted in death, 


The revolution which has taken place in the treatment of cer- 
tain fractures since the introduction of the X-ray is again alluded 
‘to in an article in the August number of Annals of Surgery, by 
Dr. Carl Beck, of New York. He gives a most remarkable series 
of photo-engravings illustrating various injuries to the carpus and 
lower end of radius and ulna, clearly demonstrating that while 
the general type of Colle’s fracture is usually present, it is not 
uniformly so, and that fractures of the lower end of the radius 
differ more in character than any other fracture. He finds that 
the line of fracture is more clearly seen if the X-ray exposure is 
made a few days after the injury when the callus formation has 
already begun. In treating these injuries he uses a long adap- 
table wire splint applied to the flexor side of the arm from the 
tip of the fingers to the elbow and a short narrow wood splint on 
the dorsal aspect of the arm. An adhesive plaster pad is applied 
to make pressure at various points depending upon tue position 
of the fragments. After a week’s time the union of the frag- 
ments has progresst far enough that the safety of soft parts 
should be considered and short splints applied. At the end of 
the second week a plaster bracelet is all that is needed, and from 
the third week on massage treatment with passive motion of the 
joint is indicated. He lays emphasis on the importance of reduc- 
tion of the displacement, for if the fragments are left in their ab- 
normal position they produce pressure which gives rise to bad 
results. Among the other injuries accompanying fracture of the 
lower end of the radius Beck finds transverse fracture of the 
scaphoid bone quite common. He has observed this injury in 
9 cases and believes that this injury explains the enormous intra- 
articular effusion which is sometimes present, and which is re- 
sponsible for the great tendency to the formation of adhesions 
and stiff joints in these cases. 


Three rare complications of hip-joint fractures are reported by 
Dr. John E. Owens, of Chicago, Chief Surgeon of the Lllinois 
Central Railroad System (Annals of Surgery, June, 1901). The 
first occurred in a young man who fell a distance of twenty-two 
feet, striking on his right foot. When seen the leg was inverted 
and a rectal examination revealed a prominence of the floor of t»: 
acetabulum on the injured side. A skiagram revealed fracture 
of the neck of the femur, and of the rim of the acetabulum with 
a subluxation of the head of the femur. The second case was 
an old man who sustained a fracture of the neck of the left fe- 
mur. He was never after able to flex the left foot upon the leg, 
altho the ankle and knee-jonts were involved. This, Owen 
thinks, doubtless was due to a paralysis of the external popliteal 
nerve from pressure of the adhesive straps and bandage. An 
apparatus was devised to hold the foot up, thus facilitating his 
walking. The third patient was a man aged 73 with a fracture 
of the neck of the right thigh bone. On the 64th day after in- 
jury symptoms of phlebitis appeared in the uninjured leg. When 
this had subsided and after the patient had been up for several 
days the right leg was similarly attackt. 


A case of strangulated hernia of the bladder in a woman of 


modification of the Cushing-Hartley method. He regards this 


82 years was successfully relieved by operation some time since 


44 . AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


by Dr. Thomas H. Manley, Professor of Surgery in New York 
School of Clinical Medicine. American Medicine says that a 
diagnosis of subacute strangulated hernia was made. An oper- 
ation was performed and it was found that a vesical diverticulum 
had slipt out thru the crural ring, had become distended and had 
in time provoked inflammation at the point of constriction, the 
pent up, decomposing urine producing excessive irritation with 
reflex pain over the entire abdomen. It was, anatomically, an 
example of extraperitoneal vesical hernia of the bladder walls, 
the parts being projected from below the peritoneal reflection, 
thru the space of Retzius. Recovery was very satisfactory. The 
author enumerates the fundamental features in technic as fol- 
lows: (1) A large incision involving a laparatomy; (2) free division 
of the constriction from without in; (3) the deliberate, methodic 
and complete treatment of any important complication then and 
there. Another peculiar case reported by the same author was 
that of a man of 41. The history and clinical picture pointed 
to strangulation and operation was indicated. An incision, be- 
ginning two inches above the internal ring and carried down 
nearly to the base of the scrotum, was made. The spermatic 
cord was found to be the seat of a new growth which greatly 
distended the infundibular fascia and extended down to and 
well into the testicle. The tunica vaginalis was widely ruptured 
on its anterior aspect and thru it projected a large fungoid, 
bleeding mass. The tumor of the testis and cord was enucleated 
the vas deferens and vascular stems of the cord divided and ligat- 
ed at the inner ring. There was no trace of any description of 
hernia. The rupture of the tunica vaginalis probably was caused 
by forcible taxis. 


Fenger, of Chicago, in preparing for an operation other than 
emergency, does not feel satisfied with having the patient given 
one general bath; it is repeated one or more times. The region 
of incision is then shaved, scrubbed with hot water and potash 
soap, this being applied with a stiff wood fibre brush. This is 
rinsed off with pure water, followed by an application of alco- 
hol or ether, the final precaution being a thoro bath with bichlo- 
ride of mercury 1 to 1,000; the latter is poured over the surface 
for some time and rubbed into the skin with sterile sponges. A 
dry sterile dressing is then fastened in place until operation. Af- 
ter the anesthetic is given, the sterile dressing is removed and the 
surface again scrubbed energetically with wood fibre brush, care 
being taken not to injure the skin. The second bath is a repe- 
tition of the first. 


It is the belief of Loomis that the use of nitrogen gas intro- 
duced into the pleura (as advocated» by Murphy and others) will 
have a permanent place in the treatment of pulmonary tuber- 
culosis. Bad results or unpleasant effects following the injections 
have not been personally observed by him. He admits, tho, that 
no patient under his care has been cured by the method, altho 
a great many have been distinctly benefitted, with a markt re- 
cession of all the active symptoms. The local improvement is 
not so markt as the constitutional. A decided gain in the bodily 
weight was noted in every case subjected to this treatment. It 
has never failed promptly to stop hemorrhages from the lungs, 
even in severe cases. 


In an article on the treatment of acute hip-joint disease Dr. 
Robert W. Lovett, Surgeon to the Infants’ Hospital of Boston, 
(New York Medical Journal, August 24), presents the following 
conclusions: Cases of hip-disease permitting not over 25 degrees 
of motion in flexion or extremely irritable cases should be treated 
by the best obtainable fixation plus traction. Treatment by recum- 
bency is not generally necessary even in the most acute cases, if 
the apparatus described above is applied to the hip in the position 
of deformity. This deformity generally disappears under this 
treatment. The splint should be removed as seldom as possible, 
and the hip should not be disturbed by frequent examinations. 
Cases allowing 25 to 45 degrees of motion in flexion may be 
treated by Dane’s splint with high shoe and crutches in preference 
to any other form of traction splint. Personally, he says, he 
would extend the use of the spica traction apparatus to most of 
these cases in the hope of shortening the disease by over-efficient 
treatment, but that position can, perhaps, not be successfully de- 
fended. The use of the Davis-Sayre-Taylor long traction splint, 
with one or two perineal bands, should be limited to cases allow- 
ing well over 45 degrees of motion in flexion, and should be used 
with high shoe and crutches to prevent intermittent traction nec- 
essarily incident to walking on the splint. He decides that it 


is probable that the more rational use of combined traction and 
fixation would lead to better results in conservative treatment in 
shortening the disease and improving the functional results than 
can be obtained by the routine use of traction. 


GYNECOLOGICAL NOTES. 


In an article on hemorrhage occurring after the menopause, 
Dr. Edward C. Davis, Professor of Obstetrics in Jefferson Medi- 
cal College, Philadelphia, states that at the time of the menopause 
atheromatous changes are likely to take place in the blood-vessels, 
malignant disease makes its appearance and the atrophic changes 
of the tissues become observable. After menstruation has ceast 
any hemorrhage from the uterus is always pathological, the 
causes of hemorrhage at this time being (1) granular endometritis; 
(2) atheroma of uterine blood vessels; (8) vasomotor relaxation; 
(4) uterine polypus; (5) uterine myofibromata; and (6) carcinoma 
ot the uterus. Of this last new growth, hemorrhage is the espe- 
cial danger signal, which, if appreciated by the physician, may 
result in years of comfort and health to the victim; but which, if 
neglected, gives a horrible death for the patient. During the 
early history of carcinoma the tumor is local and circumscribed, 
but later becomes hopelessly disseminated. ‘The cervix is the 
most frequent seat and epithelioma the most common form of 
malignant tumor. 


Johns Hopkins Hospital reports, Vol. X, 1901, contains an ex- 
cellent article on the Bacteriology of Cystitis, Pyelitis and Pyelo- 
nephritis in Women, by Dr. Thomas R. Brown.. As a result of 
long and careful study he concludes: (1) The direct cause of the 


infection of the urinary tract in women is the invasion and mul- © 


tiplication of some form of micro-organism. (2) The commonest 
cause of these infections is the bacillus coli communis, which a 
consideration of the cases of acute cystitis definitely proves can 
and does in a large number of cases set up a true infection with- 
out the aid of any other micro-organism. (8) Markt variations are 
seen in the virulence of this micro-organism and in its pyogenic 
properties. (4) Other micro-organisms frequently found are the 
tubercle bacillus, various staphylococci and the bacillus proteus 
vulgaris; while numerous varieties of micro-organisms have been 
less frequently and occasionally met with, as the bacillus pyo- 
caneus and typhoid bacillus. (5) The proportion of cases of in- 
fection due to the bacillus coli communis is greater in women 
than in men, probably due to the close proximity of the female 
urethra to the anus. (6) Besides the entrance of the micro-organ- 
isms, other factors are in most cases essential to the develop- 
ment of a cystitis; chief among these factors are anemia, mal- 
nutrition, trauma and pressure upon the bladder, congestion of 
the bladder and retention of urine. (7) In cystitis the chief mode 
of infection is by the urethra, altho one must also consider as pos- 
sibilities a descending ureteral infection from an infected kidney, 
pyogenic metastasis by means of the blood and lymph currents 
and direct transmission of the micro-organisms from the intestinal 
tract, or from some adjacent focus of infection. (8) In pyelitis and 
pyelonephritis the usual modes of infection are along the ureter 
from an infected bladder, and by means of the blood and lymph 
currents; in the author’s cases these modes of infection were 
found about equally represented. (9) In the great majority of 
cases of cystitis, both acute and chronic, and in the majority of 
cases of pyelitis and pyelonephritis, the urine is acid. (10) In the 
cases in which the urine is ammoniacal, the infection can be pro- 
duced without the aid of any of the accessory etiological factors 
mentioned above, the irritation of the ammoniacal urine apparent- 
ly being sufficient to render the bladder susceptible to infection. 
(11) In the case of infection of the kidney due to urea-decompos- 
ing micro-organisms, a stone is very likely to be present if the 
case is at all chronic. (12) Certain conditions exist which present 
most of the symptoms of cystitis, but no infection; the most diffi- 
cult of which to diagnose is probably urinary hyperacidity of 
neuropathic origin, the successful treatment of which depends 
upon the successful recognition both of its urinary features and 
its general basis. (13) Altho the diagnosis of renal infections can 
be made with absolute certainty only by ureteral catheterization, 
a probable differentiation between renal and vesical infections 
can be made by a careful study of the urine alone. (14) Tuber- 
culous infections of the urinary tract frequently occur with no 
other demonstrable tuberculous lesions elsewhere in the body. 
Probably a tuberculous gland would be demonstrable post mortem 
in most of these cases. (15) The colon bacillus seems to be the 
commonest cause of pyelitis, while the bacillus proteus vulgaris 
and members of the staphylococcus group are also found less fre- 
quently. (16) And finally, to be able to thoroly understand the 
eases of cystitis, pyelitis and pyelonephritis brought to one’s no- 
tice, to make the proper diagnosis, to inaugurate and carry out 
a rational line of treatment and to give a correct prognosis, a 
careful chemical and bacteriological study of the urine is abso- 
lutely essential. 


Dr. Geo. Gellhorn, of St. Louis (formerly Mackenrodt’s assist- 
ant in Berlin), has an article in American Gynecological and Ob- 
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for August on “Retroflexions,” in which he ree- 
ommends a method of vesico-fixation invented by Mackenrodt in 
1895 for retrofiexion of the mobile uterus, and describes the opera- 
tion. The advantages claimed are the restoration of the physio- 
logical situs in the pelvis as much as possible—the peritoneum 
being shortened by loosening up the bladder and sewed high up 
to the fundus on a line between the tubes, and a serous connec- 
tion between uterus and bladder being establisht. The second 
part of the operation consists in sewing the vesico-vaginal sep- 
tum to the anterior surface of the womb, thereby the bare pos- 


‘terior wall of the bladder becoming attacht to the anterior wall 


of the uterus, which is covered with peritoneum, thus forming a 
sero-tibrous connection, sufficiently strong to hold both organs in 
place, but not so rigid and unyielding as to interfere with the de- 
velopment of the womb in case of a later pregnancy. 


Journal of American Medical Association, September 14, gives 
a brief description of an operation for cystocele as described by 
Dr. Emerson M. Sutton. The incision is made around the cervix 
extending to the lateral sulci, formirg the base of a triangle, the 
apex of which is at the meatus, the sides of which take in suffi- 
cient of the anterior wall when edges reunited will completely 
retain the superimposed bladder; denudation made as one flap; 
amputation of the cervix, or repair of the cervix, as the case may 
require, being performed at the time of the first incision, and 
dissection of the tissues from the anterior surface of the cervix 
sutliciently to allow the easy repositing of the uterus. Sutures 
introduced in front of the cervix may be continuous catgut or in- 
terrupted silk, as the surgeon desires. Buried sutures not neces- 
sary, wound closed; result is a lengthening of from two and a 
half «em. of the vaginal wall with repositing of the cervix into the 
hollow of the sacrum, where it properly belongs, out of the reach 
of the patient, who usually says after the operation that she 
“can no longer feel the womb.” This operation, of course, must 
be supplemented with repair of the posterior wall of the vagina 
and perineum. When performed in this manner suspension of 
the uterus or shortening of the round ligaments intra-abdom- 
inally can be dispenst with, as the organ assumes its natural 
position in consequence of the lengthening of the anterior vaginal 
wall. He has performed this operation a number of times, and 
the results are uniformly as stated. 


In Western Medical Review of August, 1901, Dr. H. G. With- 
erill, Professor of Gynecology in the University of Denver, gives 
a description of specimen of calcarious degeneration of a uterine 
fibroid. The tumor was a true fibromyoma, except one part, four 
by three inches in size, which was so infiltrated with lime salts as 
to appear like a solid mass of limestone; a saw had to be used to 
cut it for the photograph. The clinical history presented nothing 
out of the ordinary, either before or after operation. 


In the majority of cases of dysmenorrhea, Theilhaber (Amerti- 
can Medicine, August 31), believes that anatomic disturbances are 
not the cause of this affection: (1) It occurs most frequently in 
young women and girls who have borne no children or are vir- 
gins, while anatomic changes are found oftener in those who are 
not virgins, and are more common in multiparas than in nulli- 
paras; (2) the degree of menstrual pain varies greatly in different 
months under the same anatomic conditions; (3) not rarely the 
severity. of the dysmenorrhea in the same patient will be increast 
or diminisht with a change of climate, as in moving from a city 
to a mountainous country, etc.: (4) dysmenorrhea sometimes ac- 
companies certain diseases, such as submucous myoma, peri- 
metritis, endometritis, stenosis of the cervix; but yet it is often 
absent; hence it seems that the chief reason for its presence has 
not yet been found. Some writers have traced a supposed con- 
nection between “menstrual colic’ and the congestion of cer- 
tain parts of the mucous membrane of the nose by the treatment 
of which with Cocaine or other drugs the pain was_ relieved. 
Theilhaber does not accept this view, but he believes that the 
irritation of different sensitive nerves of the skin causes higher 
blood pressure and consequent pain in some of the internal 
organs as the genital; and remarks that investigators have yet 
to learn that one can influence the pain of an inner organ thru 
application of different drugs to definite portions of the skin. 
He believes that genuine dysmenorrhea is due, not to anatomic 
changes, but to functional disturbances, and is caused by spastic 
contractions of the circular fibers of the inner os uteri; that the 
sphincter orificii interni must come into consideration. These 
spastic contractions when due to abnormal irritability of the ute- 
rine nerves usually occur in neuropathic individuals, and require 
general systemic treatment. If the irritability is the result of 
uterine myoma, the only effectual remedy is the removal of the 
myoma. Another cause of dysmenorrhea is tension of the in- 


ternal wantaeaies which must be overcome in some way. Dilation 
by bougies may give temporary, but seldom permanent relief. 
Operative treatment may be excochleation or discission. This 
abnormal tension of the sphincter is often relieved by the disten- 


sion or laceration incident to labor. The same result may be 
obtained artificially in three ways: By the use of the thermocau- 
tery, by a cut with the scissors, or by a resection of a small piece 
of the sphincter. Theilhaber holds that the rational method is the 
section of the sphincter orificii interni. 


Fibromyomata of the female urethra are of exceeding rarity, 
tho soft tumors are not very uncommon. Dr. H. G. Wetherill, 
of Denver, records a case in Western Medical Review of August, 
1901. The patient was 46 years old, unmarried, past the meno- 
pause, in good health, except for irritable bladder and inability to 
walk much. Examination showed a urethral tumor protruding 
from the vulva, about 3% inches in diameter. It was eroded en 
the surface. It began after a fall nearly 20 years ago; and 
first protruded beyond the vulva about ten years ago, but caused 
no trouble, except annoyance in walking—never tender or painful. 
It was readily enucleated; and the patient is now free from all 
trouble, tho compelled to wear a pessary to support the bladder. 
The tumor consisted almost entirely of fibrous tissue. 


Ochsner, of Chicago, claims that whenever the pain in dys- 
menorrhea is entirely or mostly on the right side, especially if it 
is quite high, it is well to suspect the presence of an appendicitis 
in connection with the disturbance of the ovary and tube. 


The “Doctor’s Magazine” says that the first case of primary 
carcinoma of the Fallopian tubes was reported by Osth- 
man in the year 1886 (Centralb. f. Gyn. 816). While in- 
flammatory lesions invariably coexist with carcinoma 
of the tube there is no evidence that the inflammatory lesion 
bears any etiological relation to the carcinoma. As a rule the 
inflammatory lesion is of long standing; and furthermore the ecar- 
cinoma has an evident relation to the climateric period. But 
one case appeared as early as the 36th year—the remaining be- 
tween the ages of 43 and 60. Benign papillary growths of the 
tubes are prone to become malignant, tho a papillary carcinoma 
may develop independent from a pre-existing benign papillary 
growth. The disease is commonly unilateral; only four cases of 
bilateral involvement being recorded. These growths have been 
known to distend the tube to the size of a child’s head. There is 
no typical clinical picture of the lesion. There are the general 
symptoms of malignancy associated with pain in the affected 
tube, and usually radiating to the corresponding thigh. In ad- 
dition there are menstrual disturbance; leucorrhea and distention 
of the abdomen from ascites. The diseased tube cannot be dis- 
tinguisht from tubercular salpingitis by a physical examination 
and may easily be mistaken for a form of sactosalpinx. 


LITERARY NOTES. 


Railway Surgeon for June comes greatly enlarged and im- 
proved. It is to be publisht monthly hereafter. 


Prof. J. P. Schmitz, M. D., of San Francisco, Cal., has writ- 
ten a little book (50 pages), attempting to prove that the microbe- 
producing-disease theory is inconsistent with the laws of Nature. 
Those who desire to be convinced that certain fungi, observable 
only by the use of the microscope and variously called bacilli, 
micrococci, etec., do not cause disease, can doubtless find agreea- 
ble argument by sending 50 cents to the author, 3321 Twenty-first 
street. To the surgeon—who daily demonstrates to himself that 
the admission of streptococci or staphyllococci to his wounds 
causes purulent inflammations, while their exclusion prevents the 
diseased condition—the whole thing is pure “twaddle.” If “Prof.” 
Schultz would think and observe more and write less, he would 
learn a few things he don’t know now. 


Anders’ Practice of Medicine; A Text-Book of the Practice of 
Medicine. By James M. Anders, M. D., Ph. D., LL. D., Professor 
of Practice of Medicine and of Clinical Medicine, Medico-Chirur- 
gical College, Philadelphia. Fifth Edition, thoroly revised. 
One handsome octavo volume of 1,297 pages, fully illustrated. 
Philadelphia and London: W. B. Saunders & C., 1901. Cloth, 
$5.50 net. The success of this work as a text-book and as a 
practical guide for physicians has been truly phenomenal. Five 
large editions have been called for in less than four years. The 
rapid exhaustion of each edition has made is possible to keep 
the book absolutely abreast of the times, so that Dr. Anders’ book 
has become justly celebrated as a thoroly up-to-date work on the 
practice of medicine. In this edition the most careful and exten- 
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sive changes have been made in connection with the large group 
of infectious diseases. No pains: have been spared to present 
modern views, derived from clinical experience, critical bed-side 
observation, and newly-discovered scientific facts. Especial 
care has been bestowed upon the etiology (including bacteriology), 
inductive diagnosis, and the details of treatment, in the belief 
that these phases of the subject treated form the ground-work 
for an intelligent and successful pursuit of the science and art 
of medicine. The etiology and mode of transmission of malaria 
and of yellow fever have been almost entirely rewritten. Cer- 
tain affections of growing importance, as diphtheretic dysentery 
and parasitic hemoptysis, have been recast and more fully dis- 
cusst. A few new articles have been introduced; for example, 


fatty infiltration of the heart, streptococcus pneumonia, and 
acute diffuse interstitial nephritis. Among leading infections that 
have received careful and thoro revision are typhoid fever, ma- 
laria, cerebro-spinal meningitis, lobar pneumonia, influenza, vario- 
la, chronic tuberculosis, and hydrophobia. The entire work, 
moreover, has been carefully scrutinized and brought into har- 
mony with the most recent developments in practical medicine. 
Altogether, it is one of the most satisfactory of modern treatises 
upon internal medicine; and can be conscientiously recommended 
to every progressive student and practitioner. 


The Ninth Annual Volume of Proceedings of the Associa- 
tion of Military Surgeons of the United States (for 1900), con- 
tains a large mass of information of interest to every surgeon of 
the regular army and militia. It is, as were its predecessors, 
beautifully printed and bound, making an attractive as well as 
valuable addition to the library of any surgeon. 


P. Blakiston’s Son & Co. have issued a little 24mo. volume 
of 220 pages, entitled “Self Examination for Medical Students.” 
It contains some thousands of the most important questions 
which may be askt in every department of medicine. 


Church and Peterson’s Nervous and Mental Diseases. By 
Archibald Church, M. D., Professor of Nervous and Mental Dis- 
eases and Head of Neurological Department, Northwestern Uni- 
versity Medical School; and Frederick Peterson, M. D., Chief of 
Clinic, Department of Nervous and Mental Diseases, and Clinical 
Lecturer on Psychiatry, College of Physician and Surgeons, New 
York. Third Edition, revised and enlarged. Handsome octavo 
volume of 870 pages, with 322 illustrations. Philadelphia and 
London: W. B. Saunders & Co., 1901. Cloth, $5 net. Every 
gynecologist must now have a thoro knowledge of neurology to 
properly practice. If not already possesst of a good work on the 
subject readers of this journal are advised to purchase this one. 
It is quite different from the ordinary book, filling a distinct 
want in medical literature, and is unique in that it furnishes in 
one volume practical treatises on the two great subjects of Neu- 
rology and Psychiatry. In this second edition the book has been 
thoroly revised in every part, both by additions to the subject 
matter and by rearrangement wherever necessary, to make it 
more acceptable to the practitioner and the student. Several 
sections have been entirely rewritten, and there have been added 
a number of new illustrations, an increast amount of tabular mat- 
ter, and a series of diagrams that have proved of assistance in 
the solution of diagnostic problems. 


The Students’ Manual of Venereal Diseases. By F. R. 
Sturgis, M. D., sometime Clinical Professor of Venereal Dis- 
eases in the Medical Department of the University of the City of 
New York, etc. Seventh Edition, revised and in part rewritten 
by F. R. Sturgis, M. D., and Follen Cabot, M. D., Instructor in 
Genito-urinary and Venereal Diseases in the Cornell University 
Medical College, ete. Philadelphia: P. Blakiston’s Son & Co., 
1901. Pp. xii-17 to 216. That this manual has reacht its sev- 
enth edition is sufficient evidence of its excellence. Every senior 
medical student should possess and study this book. It is also 
of value to doctors who want a brief resume of the important 
subjects embraced in its scope. 


The volume of Transactions of the Vermont State Medical 
Society for 1900 has been received from the Secretary, Dr. D. C. 
Hawley, of Burlington. As usual, the transactions contain a 
number of very valuable papers—but only three upon surgical and 
gynecological topics. 


A most important work is “Sexual Debility in Man;”’ by F. 
R. Sturgis, M. D., formerly Professor of Venereal Diseases in the 
Medical Department of the University of the City of New York. 


In it the distinguisht author, after chapters devoted to the anat- 
omy and physiology of the male sexual organs, takes up the sub- 


‘jects of masturbation and onanism, spermatorrhea, pollutions, 


prostatorrhea, impotence and sterility. In many particulars he js 
at variance with other authorities; but as he speaks from more 
than a quarter century’s experience, his opinions are of great 
value. In the chapter on masturbation he has combated the 
old and time-honored belief that indulgence in this habit is the 
necessary prelude to both physical and mental degeneration, and, 
while not glossing over the dangers which may, under certain 
conditions, result from the habit, he has attempted to point out 
the folly of the hysterical denunciations which have been heapt 
upon it by pseudo-philanthropists and ignorant medical men. The 
question of castration in the case of masturbating lunatics has 
been brought up afresh for discussion, and the author has frank- 
ly stated his reasons for believing, that, under certain circum. 
stances, such a procedure would not only be justifiable, but prop- 
er. He has also separated spermatorrhea from pollutions, aim- 
ing to show that the two are absolutely distinct and separate 
diseases; that spermatorrhea is not the finale of pollutions, but is 
a disease sui generis, the symptoms, course, and treatment of 
which are entirely different from the latter. He has also striven 

to correct the foolish and ridiculous idea that the man afflicted 

with spermatorrhea is foredoomed to impotence and sexual use-: 
lessness. In the chapter on prostatorrhea he has attempted to 
lay down the natural history and symptoms of this variety of dis- 
ease, and has protested against the loose and unscientific method 
of regarding it as practically the same as prostatitis, with which 
latter disease, in his opinion, it has absolutely nothing in common. 
The work is complete in one octavo volume of about 450 pages. 
Illustrated. Neatly printed and substantially bound in cloth, 
and sold at $3 net, by E. B. Treat & Co., New York. 


Merck’s Manual for 1901 is received—better even than for 
previous years. This little book contains the names and chief 
synonyms, physical form and appearance, solubility, percentage 
strength and physiological effects, uses, doses, incompatibles and 
antidotes for all the drugs and chemicals used in medical prac- 
tice. Also a large collection of prescriptions, tables, ete. Es- 
pecial attention is paid to newer remedies. It contains 280 duo- 
decimo pages, and sells for $1. Publisht by Merck & Co., New 
York. 


The homeopaths have a new and earnest representative in 
the Medical Magazine, publisht at Milwaukee, by Dr. Harvey 
B. Dale, at $2 per annum. It is neatly printed, ably edited and 
well designed. That it will succeed as a $2 journal is doubtful. 


Dr. Margaret Cleves, of New York, has been appointed 
American editor of the London Journal of Physical Therapeutics. 


An important little book is lately to hand entitled: Operative 
and Inoperative Tumors of the Urinary Bladder; by E. Hurry 
Fenwick, F. R. C. S., Surgeon to the London Hospital. It is 
publisht by E. and A, Churchill, of 7 Great Marlborough street, 
London, but is for sale in this country, by P. Blakiston’s Son & 
Co., of Philadelphia, at $1.75. It is chiefly a clinical and oper- 
ative study, based on 500 cases in actual practice, but is as in- 
teresting from a pathological standpoint as from a surgical. It 
is a book which every operator should have in his library. 


Reprints received recently worthy of mention are: The Nor- 
mal Position of the Uterus in the Pelvis Considered in Relation to 
Its Physiologic Mobility; by Hunter Robb, M. D., Professor of 
Gynecology in the Western Reserve University, Celeveland, 0. 
Ligatures and Sutures in Abdominal Surgery; by same author. 
The Results of Modern Aseptic Surgical Technic; by the same 
author. A Sulphosalt of the Aliphatic Creosote-esters, and Its 
Therapeutic Usefulness; by Heinrich Stern, M. D., Ph. D., New 
York City. A Few of the Uses of Liquid Air; by C. T. Pearce, 
M. D., Cincinnati, O. On the Proper Closure of Aseptic Surgical 
Wounds; by Willard Bartlett, A. M., M. D., Professor of Patholo- 
gy in Marion-Sims College of Medicine, St. Louis. The Treat- 
ment of Laryngeal Tuberculosis with Cupric Interstitial Cata- 
phoresis, with Report of Cases; by Wm. Scheppegrell, A. M., M. 
D., Vice-president of the American Laryngological Society, New 
Orleans, La. The Progress of Laryngology; by the same author. 
Transillumination in Diseases of the Nose and Throat; by the 
same. An Improved Method for the Removal of Intraligamen- 
tous Cyst; by Thomas H. Hawkins, A. M., M. D., Professor of 
Gynecology and Abdominal Surgery in Gross Medical College, 
Denver, Vaginal Hysterectomy; by William H. Wathen, M. D., 
LL. D., Professor of Abdominal Surgery and Gynecology in the 
Kentucky School of Medicine, Louisville. Treatment of Intra- 
ligamentous and Retroperitoneal Uterine Myomata; by the same 
author. Umbilical and Ventral Hernia; by the same. 
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